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N considering the various subjects for a presi- 
dential address which might be of interest 
to this group, it seemed possible to me that a dis- 
cussion of some of the economic problems in 
medicine might be worth while. Most of the 
previous presidential papers have dealt with his- 
torical subjects and have covered this phase of 
medicine so well and so adequately as to make 
it difficult for me to present to you further his- 
torical facts in an interesting manner. Further- 
more, since my own life has been so intimately 
related to the economic problems of medicine, 
and sinee as a result of this I have developed 
some of the characteristics of a nonconformist, 
I hope that my views on certain matters of med- 
ical economics may have some interest for you. 
No one realizes more than I the difficulties of 
discussing the economic aspect of medicine—dif- 
ficulties which arise because of the varying opin- 
ions among doctors regarding certain of the 
major problems, and also because of the fact 
that the subject has been considered a rather 
delicate one, the open discussion of which might 
create suspicion of mercenary interests. 


I have no hesitaney in saying that certainly 
throughout the past, the pride of doctors in not 
having a practical side has been expensive to 
their patients as well as to themselves. It is a 
mistaken attitude to assume that because a cer- 
tain individual has a well-developed executive 
side, he is, in all probability, unscientific ; and it 
is likewise unsound to assume the position that 
in order to be of high scientific attainment, one 
must of necessity be impractical. It is a very 
human attribute to make a virtue out of a short- 
coming, and we must constantly be on our guard 
lest this inclination results in distortion of our 
vision as to the future. 

We need nothing more than the recent inves- 
tigations as to the cost of medical care, to in- 
dicate that it is the duty of the doctor of the 
future to take a greater interest than he has 
in the past in the economic as well as the sci- 
entific side of medicine. 

State medicine, with its long train of unde- 
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sirable politicak complications, lurks constantly 
in the background as a menace to the standards 
of medicine, our comfort in practice, and cer- 
tainly our peace of mind. 

Contract practice, a discredit to our profes- 
sion, except where of necessity organized by 
large self-contained industrial units, has split 
the ranks of our profession in various parts of 
the country. Contract practice is one of the 
most pernicious economic proposals that has 
arisen in medicine. If permitted to obtain a 
foothold, it will place medicine on the same 
basis as the suit and cloak business. Patients 
will be contracted to the lowest bidder, and abil- 
ity will be of secondary interest. Today, the 
saving feature of medicine is that in a majority 
of instances the patient seeks medical advice 
and help where he thinks it is most capably 
given, and not where it is offered at the cheap- 
est rate. 

One of the very important economic problems 
which I would like to discuss, and concerning 
which I have definite ideas, is the relation of 
the doctor on a hospital staff to the economic 
side of the hospital. This is one of the most 
important features of medical economics, since 
it is a fundamental factor upon which the physi- 
cian’s position in the world is based. Doctors 
today tend to accept without hesitation an execu- 
tive rank inferior to that of hospital superin- 
tendents and certainly to hospital trustees, when 
as a matter of actual fact they play a decidedly 
major part in the success or failure of a hos- 
pital. Most hospital trustees probably accept 
their positions with an honest intention to do 
a reasonable amount of work, but very few— 
either because of a lack of interest or a lack of 
time—are able to fulfill the obligation of their 
trusteeship, with the result that they are quite 
willing in many instances to delegate their au- 
thority to hospital superintendents. Hospital 
superintendents, very naturally, are glad to ac- 
cept this authority, since it widens their scope, 
gives them a greater opportunity to display ex- 
ecutive ability, and, in addition, provides for 
them the authority usually associated with trus- 
tees. I do not mean in any way to criticize hos- 
pital superintendents. It is not their fault that 
hospital trustees tend to pass their power over 
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to superintendents, and it is not their fault that 
in many instances it becomes necessary for them 
to make use of this power over the staff in or- 
der to manage the hospital. Unfortunately, the 
structure of hospital management in many in- 
stitutions is such that members of the hospital 
staff have little or no voice in the plans which 
deal with the economie and often, also, the 
professional policy of the hospital. This is large- 
ly, I believe, not the result of an effort on 
the part of hospital superintendents to obtain 
greater authority, but rather because of the re- 
luctance of the professional members of the 
hospital staff to interest themselves in the eco- 
nomie problems of the hospital.* Most members 
of the professional staff of the hospital welcome 
the opportunity to rid themselves of any and 
all of the hospital’s economic problems. For 
this reason, it is not surprising that the trus- 
tees turn more and more to the hospital execu- 
tive in the person of superintendent, that more 
and more authority falls upon his shoulders, 
and that more and more often the staff acquires 
a subservient character. 

Since my own life, with respect to hospitals, 
is not characterized by such a situation, but is 
one in which it is possible for the professional 
members of the staff not only to have represen- 
tation on the board of trustees but to have praec- 
tically everything to say regarding hospital man- 
agement, I am in a favorable position to dis- 
cuss the subject without being suspected of re- 
senting the existing situation. 

I feel very strongly that if doctors wish to 
hold and elevate their proper positions in the 
community, they must take a greater interest 
in the economie side of hospital medicine than 
they have in the past. The proper hospital sit- 
uation is, in my opinion, a relationship in which 
the doctors on a hospital staff are closest to the 
trustees and the hospital superintendents are 
under the direction of the hospital staff or on 
the same executive level as the staff, rather than 
one in which the staff is under the direction of 
the superintendent. I really do not think that 
hospital superintendents need have any appre- 
hension over this proposal, as I have little faith 
that doctors will interest themselves to a suffi- 
cient degree in hospital management to jeop- 
ardize the position of the superintendent. How- 
ever this may be, the facets require stating. I 
am quite aware that my ideal hospital situation 
involves considerable executive interest, knowl- 
edge and ability on the part of the staff, but 
after all, unless these are demonstrated, the 
authority which should belong to the staff must 
be willingly relinquished. I believe that on 
every hospital staff there should either be sev- 
eral members of the staff who are trustees of 
the hospital, or the staff should meet and nomi- 
nate from their own group several men who are 
to act as their representatives at the trustees’ 
meeting; that there should be meetings of the 
hospital staff at which their representatives are 


instructed before going to the trustees’ meet- 
ings, and following the trustees’ meetings, these 
representatives of the staff should report back 
to the staff as to the happenings. 

It is with no purpose of depreciating the hos- 
pital superintendents that I make these remarks, 
and I hope that no hospital superintendent will 
in any way feel that they are intended as criti- 
eism. It is but natural that hospital superin- 
tendents should accept all the authority that 
has been placed upon them and, after all, one 
of the best ways to run an institution is by 
means of an autocratic head. Nevertheless, I 
eannot help but believe that if the members of 
the medical profession who are interested in hos- 
pitals do not assert an interest in and accept a 
responsibility for their economic management, 
they, the medical men, will be pushed farther 
and farther down the seale until they assume the 
position from which they are now not far dis- 
tant, of ‘‘hired men,’’ more or less,—under the 
power and control of trustees and superin- 
tendents. 

We are accustomed, within the last few years, 
to hear a great deal about the increasingly high 
standards of requirements for medical educa- 
tion. Anyone who is interested in medical edu- 
cation cannot fail to approve of maintenance 
of high standards. There is, however, one as- 
pect of this problem which, though not obvi- 
ous, requires some consideration. It was first 
suggested to me by Dr. Thomas Ordway, of the 
Albany Medical College, and I believe it is 
worth presenting to you. 

There is no doubt that many American boys 
of substantial character, sound judgment, and 
sober common sense, raised in rural communi- 
ties, are late in attaining maturity of mind. 
In the same way, there is no doubt that many 
foreign-born boys, and boys particularly from 
parents of Southern Europe, raised in populous 
centers, often mature mentally in advance of 
some of the American boys of the type before 
mentioned. Furthermore, many boys coming 
from races characterized by scholarly aptitude 
find it easy to meet the high scholastic require- 
ments for a medical education, while this group 
of boys to whom I have referred finds it diffi- 
cult. Yet, in the final analysis, at the end 
of ten to twenty years, it is conceivable and 
certainly in some instances proved that some 
of the less brilliant boys make better doctors. 
All of which leads to the opinion that particu- 
larly in small medical schools in rural com- 
munities it may well be desirable to reserve 
a certain number of places for late-maturing 
boys who are from families of sound character 
and good background, and who offer promise 
of developing into substantial citizens later in 
life. I am in no way opposed to the mainte- 
nance of a high standard of requirements for 
medical education, but I have a definite impres- 
sion that when this standard is inflexible, it will 
result in the loss of some very substantial per- 
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sons in medicine, many of whom might well ac- 
complish a great deal of good perhaps in rural 
communities in which they would tend to settle. 

While on the subject of medical education, I 
cannot help saying a word in favor of the re- 
éstablishment of the small medical schools, par- 
ticularly in New England, such as the reopen- 
ing of Dartmouth in New Hampshire, the fur- 
ther support of the University of Vermont, and 
the reopening of a medical school in Maine. I 
feel very strongly that many of the large metro- 
politan medical schools are now so amply en- 
dowed that they should be able to fend for them- 
selves for a long time to come, and that it 
would be a very beneficial policy on the part 
of large foundations to lend their support at 
least for a few years to the reéstablishment of 
some of the smaller medical schools. A medi- 
cal school in a community, especially if reason- 
ably endowed, accomplishes a great deal of good. 
It places in the surrounding country a group 
of doctors who are loyal to their school and who 
look to it for improvement in medicine. It at- 
tracts to the community from metropolitan re- 
gions teachers in medicine and the allied 
branches who ean and will help to elevate the 
standards of medicine in that community. I 
feel very strongly and have always felt that 
the reopening of the two closed medical schools 
in New England,—one in Maine and the other 
in New Hampshire*,—would be a distinet ad- 
vance toward the elevation of medicine and a 
valuable influence against the inroads of the 
various medical cults. 

While on the subject of medical education, 
there naturally arises in everyone’s mind the 
question of full-time teachers and particularly 
full-time professors of surgery. This has also 
been rather a delicate subject, since there are 
those who strenuously advoeate the wisdom of 
such a plan and those who are equally certain 
that it is an undesirable arrangement. Like 
most matters, there is much to be said on either 
side, and the acrimony which ensues upon the 
discussion of full-time professors of surgery is 
dependent upon the enthusiasm of one discusser 
for his side. Some of this acrimony is depend- 
ent upon the fact that those men who devote 
themselves to clinical surgery are apt to im- 
ply that full-time teachers of surgery are not 
good surgeons, and that, on the other hand, 
men who devote themselves to full-time teaching 
positions are inclined to assume the position 
that those men who devote themselves to clini- 
cal surgery are not so scientific as they might 
be. There are doubtless just as good surgeons 
who are full-time teachers of surgery as those 
who are doing purely clinical surgery, and cer- 
tainly there are plenty of men doing clinical 
surgery who are very poor surgeons. Certainly, 
also, the percentage of poor surgeons doing clini- 
cal surgery is higher than the percentage of 
poor surgeons amongst the full-time teachers of 


*Darimouth gives only two years’ medical instruction. 


surgery. In addition to this, I note in my own 
wanderings throughout the country a certain 
degree of hostility between these two groups, 
and a tendency on the part of those men who 
are teachers of surgery to flock by themselves 
and to set up certain barriers predicated upon 
the fact that those men who are not teaching 
surgery are somewhat beyond the pale. I am 
prompted to speak of this subject not only be- 
cause I am impressed by it, but also because 
it has been mentioned to me by several of my 
friends on both sides of the question. It is a 
great misfortune. Surgery will suffer greatly 
from a division of interests and both types of 
men are necessary for the progress of medical 
education. It is a fact that those men who are 
busy with clinical surgery cannot give the time 
to the executive side of surgical teaching and 
to the necessary didactic lectures. On the other 
hand, they possess knowledge and experience 
which are of real value to students and should 
be available for them. Everyone who is busy 
in clinieal surgery would willingly devote some 
part of his time to clinical exercises if he were 
properly approached and if teaching conditions 
could be arranged to fit his problems of life. 
Most men who are busily oceupied with clinical 
surgery eare next to nothing for the distinction 
of titles or remuneration. They have a day’s 
work which must be done. It would be no par- 
ticularly added hardship for them to present 
their day’s work to a group of students, and I 
believe in most instances they would be glad to 
do it. Both full-time men and men devoting 
their lives to clinical surgery have something 
vital to medical education. Both are essential 
to the community and both should, for the 
benefit of medical education and the progress 
of surgery, work harmoniously together. I, for 
my part, am quite willing to commit myself to 
the position that the conduct of the department 
of surgery in a medical school works best under 
a full-time plan, since by this plan one individ- 
ual is responsible for the arrangement of 
schedules, for the maintenance of the teaching, 
and for its coérdination. On the other hand, 
I also would definitely take the position of be- 
ing opposed to any plan whereby all of the teach- 
ing was conducted by a man whose whole time 
was devoted solely to the full-time teaching of 
surgery. 

One cannot avoid the conviction that there 
are elements of craftsmanship in the matter of 
surgery, that it cannot be learned from a text- 
book, that one must definitely serve an appren- 
ticeship in it in order to obtain the fundamental 
experience which is so necessary for success in 
this branch of medicine. However much one 
may scorn the matter of technique, neverthe- 
less the success or failure of surgery is and al- 
ways will be in a considerable measure de- 
pendent upon the employment of technical skill 
and surgical judgment. The latter can be ob- 
tained only by long and varied experience, and 
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has of necessity to depend upon education 
through trial and error. 

I have reached the stage in surgery where I 
have very few axes left that require grinding! 
There is very little more that I can ask for in 
the way of position, opportunities, or honors. 
Therefore, I may definitely say, I think, with- 
out prejudice or the risk of being misunder- 
stood, that I strongly urge for the benefit of all 
a more harmonious attitude than exists today 
between those who are doing clinical surgery 
and those who are teaching surgery. 

The subject of anesthesia has always inter- 
ested me, and in addition to that, because we 
have maintained in the clinic a Department of 
Anesthesia, consisting now of four full-time 
anesthetists, two physicians and two nurse anes- 
thetists, I have of necessity been interested in 
the economic side of anesthesia, and I think 
it might be of interest for me to present some 
of my views concerning this subject. 

I believe that we must all be prepared to make 
larger expenditures for anesthesia in the future 
than we have in the past. The field of anes- 
thesia has widened and is constantly widen- 
ing. With the advent of spinal anesthesia, 
paravertebral anesthesia, now one of the great- 
est developments, particularly for surgery 
of the upper abdomen, intratracheal ethylene 
anesthesia combined with avertin and _ field 
block, anesthesia is becoming a highly technical 
problem requiring the services of expert physi- 
cian anesthetists, and making it impossible in 
a very definite number of cases to make use 
of the capable and inexpensive nurse anesthetist. 
Today one of the very valuable functions of 
anesthetists is the selection of the type of anes- 
thesia for a given ease. I know of nothing which 
has removed apprehension from our minds inci- 
dent to gastric resections and serious upper ab- 
dominal operations of long duration, more than 
the employment of the combined anesthesia of 
avertin, intratracheal ethylene with balloon 
blocking of the trachea, plus regional anesthesia. 
This is an anesthesia which requires marked 
expertness in administration, but one which has 
done more, in our experience, to cut down the 
mortality, to lessen the shock, and to facilitate 
the ease of operative procedures of long dura- 
tion in the upper abdomen, than any other sin- 
gle feature which has been developed in con- 
nection with these trying operative procedures. 
_This is a very good example of what we must 
look forward to in relation to anesthesia before 
a very great while. Expertness of the grade 
necessary for the employment of these various 
types of highly refined anesthesia will, of neces- 
sity, command salaries of considerable size, and 
I would, therefore, call your attention to the 
fact that sometime within the fairly near fu- 
ture, the problem of full-time position anes- 
thetists commanding fairly high salaries must 
be met by hospital trustees and surgeons, if 


they wish to keep their surgery up to the stand- 
ards of progress. 

I am aware of the fact that, particularly in 
the West, there has been an attempt on the 
part of physician anesthetists to introduce state 
legislation insisting that all anesthetists must be 
licensed practitioners of medicine. This, I be- 
lieve, is a very bad move. I am firmly con- 
vinced that there is, and will perhaps always be, 
a place in anesthesia for the nurse anesthetist, 
particularly for the administration of inhala- 
tion anesthetics. Nurses trained in anesthesia 
are very capable, particularly under the super- 
vision of physician anesthetists, in administer- 
ing ether, ethylene, and nitrous oxide. It is 
possible to employ them at much lower salaries 
than physician anesthetists, and they play a 
very considerable and valuable part, I believe, 
in keeping down the costs of surgical care. I 
feel very strongly, however, that as stated above, 
the future of anesthesia involves the combina- 
tion of full-time anesthetists qualified in the va- 
rious special phases of anesthesia, together with 
nurse anesthetists for the administration of the 
simpler agents. 

I realize that in jumping from subject to sub- 
ject, many of these problems are touched upon 
in a sketchy manner. It is not my purpose 
to do more than eall your attention to some 
of the problems which from my own practical 
experience I see arising now, with the prob- 
ability that they will face us in the future. I 
have always been a strong believer in a gen- 
eral surgical experience for a surgeon. I have 
never felt in sympathy with the men, for in- 
stance, who have limited their surgery entirely 
to goitre, nor have I felt in sympathy with the 
men who have limited their surgery entirely to 
any single branch of surgery. I have always 
had a feeling that were one to confine his work 
entirely to the subject of goitre, it would pro- 
duce bias and many borderline subjects would 
be approached with a prejudiced attitude. My 
own training and experience in surgery have 
been very general, and it has been my aim con- 
stantly to bring about this same general train- 
ing in this field in the men who have been as- 
sociated with me in the clinic. Nevertheless, I 
cannot help foreseeing at least some degree of 
segregation in surgery. When certain proce- 
dures are assigned to certain groups with their 
greater interests, with their greater concentra- 
tion of experience, mortality rates are often 
very definitely diminished and end results are 
often materially improved. Very good examples 
of this are the effects of fracture services, the 
segregation of chest surgery, the segregation of 
colon and rectal surgery, and also that of thy- 
roid surgery. We must, I think, have in mind 
that while men may still maintain a general 
interest in surgery, nevertheless greater prog- 
ress can be accomplished when individuals have 
a particular interest along special lines. 
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A situation about which I have always wanted 
to talk but from which I have refrained because 
I know it will bring about a certain amount of 
hard feeling, is the plan, particularly in small 
communities, of giving men three months surgi- 
cal services on hospital staffs. While, from the 
point of view of equitable distribution of op- 
portunity, this is probably the most just, from 
the point of view of the development of sur- 
geons, efficiency of management, lowering of 
mortality rate, and the development of good 
surgery, this is probably the most inefficient ar- 
rangement which could possibly be designed. If 
we face the facts as they actually exist, one can- 
not avoid the conviction that particularly in 
small hospitals, too many men are doing sur- 
gery, and the surgery is spread over the field 
so thinly that very few men really get the op- 
portunity to become expert. No one has learned 
more definitely than I have that there is but 
one way to know surgery, and that is by doing 
a great deal of it. Surgery cannot be learned 
from a textbook, from medical journals, nor 
can it be learned from watching other surgeons 
operate. It is a matter of personal experience, 
technical training, together with the develop- 
ment of surgical judgment which follows only 
a large experience. For this reason, even though 
it may not prove a practical plan, and in spite 
of the fact that it may be contrary to the de- 
sires of many men, nevertheless, I cannot avoid 
making the statement that better surgeons would 
be developed if there were fewer of them, and 
if their services extended throughout the year. 


- This would give them opportunities to develop 


anesthetists and assistants who in turn would 
be in line to grow up and take the places of 
their seniors as they reached the retiring age. 
The present scheme, a hit or miss one, whereby 
men do but three months services in the hos- 
pital, does nothing to aid in the advance of sur- 
gery, but really works in the direction of hold- 
ing surgery back and thus preventing capable 
men from obtaining experience which would 
make them more valuable to their community. 

I do not believe that in New England we 
suffer seriously from the matter of fee-splitting. 
In certain parts of the Middle West, however, 
and even in certain parts of the Central East, 
fee-splitting is rife, and seriously threatens the 
very foundations of organized medicine. I 
should, I think, take this opportunity to say 
that while I know that no such thing as fee- 
splitting occurs in the experience of any man 
associated with this organization, nevertheless 
it is our duty to agitate against it wherever pos- 
sible, and to expose it wherever we know that 
it exists. The difficulty of exposing fee-splitting 
is that one must have substantiated facts be- 
fore he may safely accuse an individual of such 
a practice. Failure to substantiate the facts has, 
in many instances throughout the country, re- 
sulted in suits for slander which have terminated 


disastrously for the accuser. Nevertheless, ex- 
clusion of men who are known to be fee-splitters 
from local medical societies, together with pri- 
vate talks threatening to expose such a dishon- 
orable practice, will and often has brought about 
a much needed remedy of the evil. 

The matter of surgical fees has always been 
a particularly delicate one, also, and since we 
are in the way of discussing delicate subjects, 
it might be well to say something about this 
one. Various methods have been employed to 
fairly meet the needs of a situation in which 
each case is literally a problem in itself. Some 
institutions, for instance, have attempted to meet 
this problem by setting up an arbitrary sum 
for all people who have major surgical pro- 
eedures in such institutions, those not being 
able to afford this going to another division of 
the hospital, and those whose circumstances per- 
mit them to pay more, going into an institution 
designed for people of larger means. The other 
scheme is the one which we employ, and the 
one which is employed by most clinics and many 
individuals which is, that the fee be arranged 
in each individual ease, basing the fee primarily 
on the patient’s financial circumstances, and 
varying it to fit the needs of each case. The 
former arbitrary plan divides all patients into 
three groups,—cases for the general wards, for 
the middle class patients’ hospital, and cases in 
which a limited fee does not have to be consid- 
ered. This plan has several advantages. Its 
most evident point is that it protects people of 
moderate means from being overcharged. It es- 
tablishes a fixed fee, upon which people of lim- 
ited means can count and to which a family 
budget can be adjusted. It has for those doc- 
tors who work under this plan the additional 
advantage that the fee is collected for them 
without bother and expense. Its drawbacks as 
relate to the individual surgeon rather than the 
clinie surgeon are, in my opinion, great, as com- 
pared with the arrangement of each individual 
fee. Surgery has been founded upon the will- 
ingness of surgeons to give their services to peo- 
ple at all times, regardless of whether they 
could pay for it, and to render to patients just 
the same grade of service whether it was not 
paid for at all, a small amount paid for it, or 
a large amount paid for it. I believe that as a 
whole, competent surgeons intend to and do 
charge patients sums for operations which are 
within the patients’ means; that they do not 
make charges that will work financial hardships 
on their patients. The passing of the matter 
of charges into the hands of trustees and hos- 
pital managers, in my opinion, sets a bad pree- 
edent as to the future of doctors in the man- 
agement of their own affairs. Patients are 
doubtless overcharged by some men. Patients 
doubtless not infrequently have poor surgery 
done upon them in their fear of being over- 
charged by men in their communities with estab- 
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lished reputations, but those are the exceptions. 
For example, I would feel certain that if I sent 
my chauffeur’s wife, or my gardener’s wife to 
any member of this association, she would re- 
ceive the best he could offer her, and that the 
fee would be such that the family would suffer 
no financial hardship. 

It is very definitely my opinion that the slid- 
ing seale fee, starting at nothing and arranged 
by the doctor or a financial secretary, provides 
a plan which, if administered justly and with 
reasonable sentiment, works fairly and equitably 
to both parties concerned. 

In a paper appearing during the past year on 
this subject in the New England Journal of 
Medicine*, it was suggested that these financial 
secretaries or fee-makers were sometimes of the 
‘‘oo-getter’’ type, and that they might be in- 
clined to work hardships upon individuals. We 
have had several years’ experience with such 
an arrangement of fee-making, and no such con- 
dition has arisen. Practically all our fees are 
made before the patient enters the hospital. We 
have three women who handle the matter of fees 
entirely. They and the patient or her husband 
discuss the matter of the fee and determine a 
charge which, as I have already stated, starts 
with nothing, and arrive at a conclusion which 
is felt by both sides to be mutually agreeable 
and fair. In addition to this, we do our best 
to estimate the entire hospital costs and every 
expense of the operation. Those are all listed 
upon a form which we have for this purpose, 
the amount which has been settled upon for a 
fee is added to the other estimates, totaled, and 
the patient then has a quite accurate idea of 
the total. cost of the entire procedure. These 
forms are in duplicate, and the carbon copy 
is kept with the patient’s record, the patient 
keeps the other; by this plan later possible mis- 
understandings are avoided. The patient signs 
nothing and there is no promise to pay involved 
in the procedure. It is of the greatest impor- 
tance that this estimate of the total cost of the 
operation be before the patient when he arrives 
at a conclusion as to what he ean afford to pay, 
and it is essential that every possible item of 
expense be included in this statement. Pa- 
tients have little or no knowledge of what 
hospital expenses will amount to, and if their 
decision as to what they can pay for a sur- 


_ gical fee be not related to a consideration of 


their entire hospital expense, a real injustice 
may unwittingly be worked upon the patient. 
If, on the other hand, he has an accurate knowl- 
edge of what his hospital expenditures are to 
be, he is then in a position to state fairly what 
amount he can afford to appropriate for reim- 
bursement of the surgeon. 

When fees are made under this scheme, they 
will be just and fair, and if patients are not 


*Cheever, David: Doctor, medical society, layman and state. 
New Eng. J. Med. 206:1035 (May 19) 1932. 


convineed of their justice, they will not accept 
them, and will—as they occasionally do—go else- 
where. The women who make these fees are 
not of the type above suggested. No clinic, no 
business, no individual can continue to survive 
and succeed in the face of unfair and unjust 
practice. If an occasional injustice is unwit- 
tingly done to a patient, it is more than made 
up by the multiplicity of those that are done to 
the individual surgeon or clinic, as we know 
from a large experience with fee-making. No 
patient who evidences a frank and honest in- 
tention to state his circumstances, and who 
wants to arrive at a conclusion which is mutu- 
ally just, has any difficulty, I believe, either 
with an individual surgeon or clinic of recog- 
nized standing in arriving at a fee which is 
fair to both parties concerned. When, on the 
other hand, as not infrequently happens, pa- 
tients take the position that they may drive 
the hardest possible bargain for a surgeon’s 
services, may resort to deception and even plan 
dishonestly to accomplish this purpose, they are 
deserving of little consideration. No situation 
involving the problem of services rendered and 
reimbursement for them can be dealt with fair- 
ly without arrangements, whereby both parti- 
cipants are adequately protected against in- 
justices. After a number of years of experi- 
ence with this problem, I am acutely aware 
of the fact that it is not a one-sided one, and 
that doctors need protection as much, if not 
more, from designing individuals than do pa- 
tients from designing doctors. On the other 
hand, just as the charging of unfair fees among 
reputable surgeons—and we are not interested 
in the other type, since they present a separate 
problem—is relatively rare, so is the avoidance 
by patients of fair remuneration to surgeons 
for their services an unusual event. If, as the 
result of my experience with a clinic dealing 
with patients in good-sized groups, one thing 
has impressed itself upon my mind, it is the 
fact that the average person is anxious to, and 
does pay fairly and even generously for sur- 
gical services rendered. I am impressed with 
the fact that, particularly the people of lim- 
ited and moderate means, are not only will- 
ing but anxious to deal fairly with those who 
render them relief by the employment of sur- 
gical measures. One of the most satisfying 
rewards of surgery is the lasting gratitude which 
so frequently follows a successful surgical pro- 
cedure. In fact, as the result of our experi- 
ence, we have for a long time appreciated and 
realized that because of this expectation of 
restoration of health by surgery, even before the 
operation has been performed, caution must 
often be exercised by the one in charge of de- 
termining the fees, that patients do not com- 
mit themselves to pay larger amounts than their 
resources justly permit. By the plan of set- 
tling fees before operation, after a discussion 
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of the family’s financial status, the patient is 
protected from such an undesirable situation. 


Situated as I am in an organization which 
is entirely independent, it must be admitted that 
in advocating that doctors retain the right to 
adjust their own charges, I am not prompted 
in making this statement by any other motive 
than a conviction that the loss of this preroga- 
tive is a step away from independence in the 
individual practice of medicine. Surgical serv- 
ices are not in any sense comparable with many 
mechanical commodities. They must be had by 
those who need them, whether or not means are 
at hand to pay for them. Honorable surgeons 
always have and always will stand ready to 
render services without regard to the patient’s 
ability to pay in part or in full for them. They 
must, however, take great pains to see that 
their charges are just. They must be par- 
ticular to exclude from honorable bodies those 
whose charges are not just, and they must also 
endeavor to see that the knowledge that their 
charges are just is disseminated to the com- 
munity. 


Institutions are not subject to the necessarily 
strict rules of ethical procedures which govern 
doctors, and so it becomes possible for institu- 
tions—although I doubt the exact justice of it 
—to publicly advertise the lowness of their 
charges. The seeming injustice of this situation, 
to me, is that most doctors do just the same 
thing as do institutions, but do not present those 
facts to the public by advertisements and news- 
paper statements, as do institutions. In this 


. respect, I must say that I suffer from no yearn- 


ing to tell the public how much charity work 
we do, nor am I consumed by an ambition to 
inform the world how low our fees are. Never- 
theless, I must admit that the broadcasting of 
literature by institutions, dilat’ag upon the mat- 
ter of charges, seems to me not equitable when 
properly frowned upon by a standard of ethics 
which functions only in one direction. There 
is too much groundless gossip and rumor about 
the large fees surgeons receive, and too little 
talk about the amount of surgery which is glad- 
ly, graciously, and willingly done for nothing. 


One of the best signs of the progressive at- 
titude of American doctors is the popularity of 
the various postgraduate assemblies which are 
so successfully conducted in various parts of 
the country. I have lectured and given clinics 


in practically all of them now for several years. 
I am, therefore, very familiar with the num- 
ber that attend, the character of the men who 
seek information, and the kind of interest which 
these men show. As the result of this experi- 
ence, I am impressed with the desire of doctors 
in this country to improve their knowledge of 
medicine. I have given clinies and lectures at 
these various postgraduate meetings at all hours. 
of the day and evening, always with a large at- 
tendanee, and to an audience which was flatter- 
ingly attentive. When I was first assigned 
the hour of seven o’clock in the morning at 
which to give a surgical dry clinic in a Mid- 
Western assembly, I must confess to having had 
the fear that my remarks would be, for the 
most part, addressed to empty seats. In this 
particular case, to my great surprise, an audi- 
ence of over eighteen hundred doctors were al- 
ready in their seats, ready to listen to me—at 
seven o’clock in the morning—and before my 
forty-five minute period was up, the audience 
had been considerably augmented. Flattered by 
such a large attendance, I got up early the next 
morning to attend the seven o’clock clinie given 
by one of my surgical friends. Any conceit 
which I may have developed as the result of 
my large audience at this hour was promptly 
flattened by the fact that he had a larger audi- 
ence than I had, and by the further fact that 
repeated clinies given before this society at all 
hours demonstrated that these men are anxious 
to receive instruction, and that they will come 
and listen either at seven in the morning or at 
nine o’clock at night. I know of nothing which 
proves more the serious interest of the Ameri- 
can doctor in his profession than their enthusi- 
astie attendance to this form of postgraduate in- 
struction, and the avidity with which they seek 
fresh knowledge. I feel very strongly that there 
is no more serious obligation resting upon us 
as surgeons than that of postgraduate teach- 
ing, and that it is as necessary and as valuable 
as undergraduate teaching. When busy men 
will journey from their homes and spend from 
seven-thirty in the morning to nine at night, 
with an hour out for lunch and an hour for 
dinner, for five days, to obtain knowledge, there 
exists a real desire in their minds to be better 
doctors and as long as the desire to be better 
doctors continues to exist in the minds of the 
members of our profession, I have no real fear 
for their future. 
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PROCEEDINGS OF THE COUNCIL 
October 5, 1932 
“il was in S. F. McKeen G. A. Leland 
STatep MEETING of the Council was 
John Ware Hall, Boston Medical Library, a + foo T. J. O’Brien 
Wednesday, October 5, 1932, at 12 o’clock, noon. H. F. R. Watts A. K. Paine 
Tl President, Dr. Halbert G. Stetson, Frank- W. A. White F. W. Palfrey 
1 the following 160 Coun- W. S. Parker 
lin, was in the chair and the followin SA aisles, G. C. Shattuck 
cilors present : W. R. Sisson 
sl Mippresex East G. V. Higgins Louisa Paine Tingley 
ee E. M. Halligan F. E. Jones J. R. Torbert 
W. D. Conrad Wesselhoeft 
A. R. Cunningham PLYMOUTH 
BERKSHIRE Richard Dutton P. H. Leavitt E. R. Leib 
A. C. England Cc. E. Montague a a. McCarthy J. C. Austin 
WwW. Kelly A. C. Smith W. P. Bowers 
FF F. a 
BristoL Norti A. R. Gardner W. H. Robey P. 
B. M. Latham J. A. Mehan A. W. Allen 
y W. J. Delahanty 
W. H. Allen F. E. Varney A. E. Austin G. A. Dix 
A. R. Crandell J. W. Bartol G. E. Emery 
Cc. B. Kingsbury Mipptesex SoutH W. B. Breed M. F. Fallon 
F. W. Gay W. J. Brickley Homer Gage 
H. T. Baldwin C. S. Butler 
E. W. Barron David Cheever E. C. Miller 
E. F. Cc. F. K. Bean A. H. Crosbie W. 
E. D. og Conrad Bell Lineoln Davis F. H. Washburn 
W. A. Nield k E. H. Bigelow W. H. Ensworth S. B. Woodward 
Charles Shanks A. H. Blake Reginald Fitz 
I. N. Tilden iis W. T. Burke G. L. Gately Worcester Norti 
es ne F. H. Colby R. B. Greenough R. A. Rice 
= D. F. Cummings H. T. Hutchins F. R. Dame 
ee es D. C. Dow E. P. Joslin H. R. Nye 
H. G. Armitage A. W. Dudley R. I. Lee W. F. Sawyer 
I. J. Fisher 
“3 = omer H. H. Flagg The record of the last meeting was read in 
. F. Dearborn N. M. Hunter abstract by the Secretary and as no errors or 
A. P. George 7 = — omissions were noted it was adopted as read and 
F. S. Smith jean oe Kable as printed in the official organ of the Society. 
st stl H. J. Kearney The President read obituaries of two Councilors 
W. D wether A. A. Levi who had died since the last meeting, namely Dr. 
d ae Mellus Frank Allen Hubbard, of Taunton and Dr. John 
were FL Roa Warren Bail, of Brookline. He said: 
Ww Baldwin Dwight O’Hara Since the last meeting of the Council, death has 
F. W. 
N. P. Breed Ezekiel Pratt taken from us two members. 
J. F. Donaldson = Dee Dr. Frank Allen Hubbard died at his home in 
Taunton, June 21, 1932, having peacefully passed 
J. F. Jordan H.W. Tl away in his sleep. 
G. H. Kirkpatrick - W. Lhayer 


O. S. Pettingill 
J. W. Trask 


FRANKLIN 
A. E. Johnson 
H. G. Stetson 


HAMPDEN 
F. H. Allen 
J. M. Birnie 
J. J. Carroll 
G. D. Henderson 
E. A. Knowlton 
S. A. Mahoney 
M. W. Pearson 
A. G. Rice 


W. S. Whittemore 


NORFOLK 


Henry Baker 
A. S. Begg 

D. N. Blakely 
W. L. Burrage 
W. S. Burrage 
D. G. Eldridge 
C. S. Francis 
J. B. Hall 

G. W. Kaan 
W. C. Kite 

W. A. Lane 

J. S. H. Leard 
C. L. MacGray 


He was born in Worcester, Mass., March 8, 1852 
and was graduated A.B. from Harvard University 
in 1873 and from the New York University Medical 
College in 1878. Dr. Hubbard joined the Massachu- 
setts Medical Society in 1883 and secured recogni- 
tion as an active member as shown by his election 
as president of the Bristol North District Society 
in 1891. He took a great interest in this society and 
besides serving as its president, was Commissioner 
of Trials and Supervising Censor. He was censor 
from 1900 to 1906. He served on the Council in the 
years 1893 to 1899 and from 1907 to the time of his 
death. He also acted as chairman of the committee 
of the supervising censors to prepare examination 
papers, for a series of years. 


Dr. Hubbard’s interest in local medical affairs is 
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shown by membership on the visiting surgical staff 
of the Morton Hospital for thirty-five years and as 
trustee of the Morton Hospital and president of the 
Taunton Doctors’ Club. He has been regarded as 
the Dean of the medical profession in Taunton and 
this recognition led to a testimonial banquet in his 
honor by his local associates and prominent practi- 
tioners in New England last April. On this occasion 
he discussed the changes in medicine coming under 
his observation during a practice of fifty years. 

Dr. Hubbard is survived by his widow, three sons 
and three daughters, one of the sons being a physi- 
cian. 


Dr. John Warren Bail, a councilor from the Nor- 
folk District since 1930, died suddenly on the morn- 
ing of July 16, at his summer home in Duxbury, 
aged 56. 

Dr. Bail was a graduate of the Harvard Medical 
School with the class of 1903, having previously 
attended Boston Latin School, and had taken an A.B. 
at Harvard College in 1898. He served an interne- 
ship at Boston City Hospital and at the Lynn Hos- 
pital, and began the practice of his profession in 
Brookline in 1904, where he continued until his 
death. He was married but had no children. His 
widow, Maude Lane Flagg Bail, survives him. 


Dr. F. H. Colby, Middlesex South, Chairman 
of the Committee of Arrangements said that 
the dates for the Annual Meeting in June, 1933, 
had been voted, under the provisions of the By- 
Laws, as June 12, 13 and 14. That it had been 
discovered later that the American Medical As- 
sociation would hold its annual session in Mil- 
waukee on June 12-16. The national associa- 
tion of business men who were to hold their 
convention in the Hotel Statler on June 5, 6 
and 7 had kindly transferred their dates to 
June 12, 13 and 14, therefore the former dates 
were available for the meeting of the Massa- 
chusetts Medical Society in the first week in 
June. He suggested that the dates be changed 
by vote of the Council. 

As regards the arrangements for the meet- 
ing he favored a meeting similar to that of last 
year, that had been so suecessful. The report 
was accepted. On motion by: Dr. E. F. Cody, 
sristol South, it was Voted: That to avoid a 
conflict with the meeting of the American Medi- 
ical Association in Milwaukee the dates of the 
Annual Meeting of the Massachusetts Medical 
Society, voted at the annual meeting, June 8, 
1932, be changed from June 12, 13, and 14 to 
June 5, 6 and 7, 1933. 

Dr. Homer Gage, Worcester, Chairman of the 
Committee on Publications stated that that com- 
mittee had. under the terms of the By-Laws, 
selected Dr. Elliott Carr Cutler, Moseley Pro- 
fessor of Surgery, Harvard University, to de- 
liver the Shattuck Lecture in 1933. 

Dr. D. N. Blakely, Norfolk, Chairman of the 
Committee on Membership and Finance, pre- 
sented the following reports, on membership and 
on finance, and they were accepted and their 
recommendations adopted : 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE ON MEMBERSHIP 


Your Committee makes the following recommenda- 
tions as to membership: 


1. That the following named three Fellows be 
allowed to retire under the provisions of Chapter I, 
Section 5, of the By-Laws: 

1. Goodman, Samuel, Brookline, with remission of 
dues, 1930, 1931, 1932. 

2. Hodges, Almon Danforth, Roxbury (Boston). 

3. Mitchell, Harry Walter, Warren, Pa. 


2. That dues of the following named two Fellows 
be remitted under the provisions of Chapter I, Sec- 
tion 6, of the By-Laws: 

1. Breslin, John George, Boston, for 1930. 
2. Stockwell, Herbert Emmons, Pittsfield, for 1932. 


3. That the following named four Fellows be al- 
lowed to resign under the provisions of Chapter I, 
Section 7, of the By-Laws: 

1. Gray, Horace, San Francisco, California. 

2. Schneider, Harry Albert, Lapeer, Mich., with 
remission of dues, 1930, 1931, 1932. 

3. Turner, Rodney Davenport, Augusta, Maine, with 
remission of dues, 1930, 1931, 1932. 

4, Wohl, Zilla Hurewitz, Jamaica, L. I., N. Y., with 
remission of dues, 1930, 1931, 1932. 


4. That the following named twenty-three (23) 
Fellows be deprived of the privileges of Fellowship 
under the provisions of Chapter I, Section 8, Clause 
(a) and (b) of the By-Laws: 

1. Adams, William Carlton, Taunton. 

2. Agnew, John Robert, Springfield. 

3. Baker, Horace Mitchell, Lumberton, N. C. 
4. Brassau, Arthur Clarence, Worcester. 

5. Cluney, William Thomas, address unknown 
6. Coleman, Robert Martin, Brighton (Boston). 
7. Dumas, James Arthur, Lynn. 

8. DuVally, Nicholas, Boston. 

9. Fried, Boris Mark, Brookline. 

10. Giles, Newell Walton, Stamford, Conn. 

11. Grainger, Edward John, Winthrop. 

12. Hill, Elizabeth Alice Thomas, Royalston. 
13. Katsainos, George Michel, Switzerland. 

14. Laub-Gross, Victor Fred Herbert, New York City. 
15. Lucas, Julian Dyer, Brighton (Boston). 

16. MacLeod, Norman Murray, Newport, R. I. 
17. Mahoney, Roy Bernard, Chicopee Falls. 

18. Morris, Richard Holt, Everett. 

19. Rittner, Mark, address unknown. 

20. Sullivan, Daniel Francis, Hartford, Conn. 
21. Sullivan, Martin George, Winchendon. 

22. Walsh, John Sylvester, Portland, Me. 

23. Ward, William Greenleaf, Lynn. 


5. That the following named five Fellows be al- 
lowed to change their membership from one District 
Society to another without change of legal residence, 
under the provisions of Chapter III, Section 3, of 
the By-Laws: 


One from Middlesex South to Suffolk 
1. Donovan, Arthur Bland, Watertown. 


Three from Norfolk to Suffolk 
Cutler, Elliott Carr, Brookline. 
Haggart, Gilbert Edmund, Dedham. 
Shields, Warren Sylvester, Roslindale. 


One from Suffolk to Middlesex South 
1. Goldberg, Bernard Isadore, Newton Center. 


Davip N. BLAKELY, Chairman. 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE ON FINANCE 
Your Committee recommends: 
1. That in accordance with the vote of approval 
and indorsement by the Council at its annual meet- 


ing, June 8, 1932, a special appropriation of $500. 
be made at this time to be expended, in whole or 
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in part, as shall be found advisable by the Committee 
on Post Graduate Medical Instruction. 

2. That the assessment for 1933 shall be $10. for 
Resident Fellows and $6. for Non-Resident Fellows. 


Davip N. BLAKELy, Chairman. 


Dr. C. S. Butler, Suffolk, Treasurer, made the 
following statement and it was received with ap- 
plause: 


TREASURER’S STATEMENT 


At our President’s suggestion, and in order that 
the Council should be kept informed, more frequent- 
ly, of the financial condition of our Society, the Treas- 
urer offers this brief interim report: 

The following figures are in comparison with 9 
months of the year 1931: 

As of September 30, 1932, the revenue from annual 
dues of Resident Fellows shows a decrease of $2170. 

The Revenue from non-resident dues, however, 
shows an increase of $490. 

Income from invested funds, also, shows an increase 
over 1931 of almost $500. No default in income from 
our investments has yet occurred. Bonds with the 
total of $3000 principal, due October 1, 1932, remain 
unpaid, but may be taken care of in part, shortly. 
Our Society owns two other bond securities, which 
cause the Treasurer anxiety. 

The Building Fund is steadily increasing and now 
amounts to $47,672. 

The Treasurer has purchased this year several 
thousand dollars (par) of double A bonds, which 
already show considerable appreciation in market 
value. 

Outgo and usual expenses so far in 1932 are well 
within, and in several instances, far within, the 
budget items. 

There were items of outgo in 1931, you may re- 
member, of over $4000, almost all of which will not 
reappear in 1932. 

The expense of the June 1932 annual meeting 
shows a net cost to our Society of only $1250, a sav- 
ing or decrease of almost $2000 from the 1931 meet- 
ing, the 150th Anniversary. This favorable result 
is due, in large measure, to the efficiency of the 
Committee of Arrangements, and also to the large 
amount of revenue to our Society from the booths 
for exhibits. 

The Treasurer will be glad to answer questions. 


C. S. Butter, Treasurer. 


The Secretary read the report of the com- 
mittee appointed at the last meeting to consider 
the petition of Michael Joseph Kelley of Water- 
town to be restored to the privileges of fellow- 
ship. Its recommendations that he be restored, 
under the usual conditions, were adopted as 
were the recommendations that Charles Went- 
worth Hoyt of Hingham be restored under sim- 
ilar conditions, each report being voted on sep- 

arately. 
' The President nominated and the Council ap- 
pointed the following committees to consider the 
petitions of four Fellows to be restored : 


For C. A. Cullen, Springfield 

M. J. Dillon, C. F. Lynch, R. A. Rochford. 
For J. A. Keenan, West Roxbury 

D. G. Eldridge, A. S. Begg, W. B. Keeler. 
For E. L. Parker, Hingham 

F. E. Jones, J. A. Peterson, om Belding. 


For W. A. Hare, Springfield 
H. W. Van Allen, L. D. Chapin, G. L. Steele. 


The President nominated and the Council ap- 
pointed the following committee to audit the 
Treasurer’s accounts as of December 31, 1932: 
Robert H. Vose, Suffolk and Thomas R. Goe- 


thals, Norfolk. These appointments were made * 


in a similar fashion to fill vacancies: For Su- 
pervising Censor of Bristol North: A. R. Cran- 
dell; For Censor of the same District Society, 
W. O. Hewitt. As a member of the standing 
Committee on Publications, R. M. Smith; As a 
member of the Committee of the Supervising 
Censors to Prepare Examination Papers for 
Candidates for fellowship, F. W. Palfrey. 

Dr. T. J. O’Brien, Suffolk, presented the re- 
port of the Committee on State and National 
Legislation. He said that copies had been sent 
to all the members of the Council and that there- 
fore he would not read the report unless some- 
one wished it. He moved its acceptance and the 
adoption of its recommendations. The motion 
having been duly seconded was passed without 
dissent. (See Appendix No. 1.) 

Dr. R. B. Greenough, Suffolk, read the ap- 
pended report on Postgraduate Medical Instruc- 
tion and it was accepted without discussion. 


REPORT OF THE COMMITTEE ON POSTGRADUATE MEDICAL 
INSTRUCTION 


This Committee, authorized by vote of the Council 
on June 8, 1932, was called for organization by 
Dr. J. H. Means, acting as temporary chairman, on 
September 28, 1932. The membership of the Com- 
mittee is as follows: 


Section of Medicine 
James H. Means, Herrman L. Blumgart, L. E. Parkins 


Section of Surgery 
Allen G. Rice, Ernest M. Daland, R. B. Greenough 


Section of Tuberculosis 
Roy Morgan, Donald S. King, J. M. Birnie 


Section of Pediatrics 
E. S. O’Keefe, Joseph Garland, H. L. Higgins 


Section of Obstetrics and Gynecology 
F. A. Pemberton, J. W. O’Connor, A. K. Paine 


Section of Radiology and Physiotherapy 
E. H. Trowbridge, C. W. Blackett, Jr., W. D. McFee 


Dr. R. B. Greenough was elected Chairman and 
Dr. L. E. Parkins, Secretary. A letter from Dr. C. E. 
Mongan to Dr. Means was read, giving his views 
in regard to the duties of the Committee. At sub- 
sequent meetings of the Committee it is proposed 
that Dr. Mongan and others interested shall be 
invited to be present. 

It was voted that the opinions of the several dis- 
trict officers be ascertained in regard to the most 
desired methods of postgraduate instruction.in their 
several districts. To this end a subcommittee was 
appointed consisting of Doctors O’Connor, Chairman; 
Birnie; McFee; Garland; and Parkins, Secretary. 
The district officers are invited to meet with mem- 
bers of the committee in Sprague Hall, after the 
Council meeting today. 


Respectfully submitted, 
R. B. GREENOUGH, Chairman. 
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Dr. E. F. Cody, Bristol South, read the re- 
port of the Massachusetts delegation to the 
House of Delegates, American Medical Associ- 
ation and it was accepted. (See Appendix 


No. 2.) 

The Secretary read the following letter from 
the Secretary of the American Medical Asso- 
ciation as regards dual representation in the 
House of Delegates of the national association. 


Olin West, M.D. 
Secretary and General Manager 


American Medical Association 


535 North Dearborn Street, Chicago, 
July 6, 1932. 


Dr. W. L. Burrage 
Brookline, Massachusetts 
Dear Doctor Burrage: 

We have prepared from our membership records 
a list of members of the Massachusetts Medical Soci- 
ety who also hold membership in other constituent 
associations of the American Medical Association. 

There are 130 names on the list. One of the gentle- 
men whose name appears is a member of three con- 
stituent state associations and is for that reason 
represented in the House of Delegates of the Ameri- 
can Medical Association by three separate and dis- 
tinct delegations. All of those whose names appear 
on the list, have, of course, dual representation in 
the House of Delegates of the American Medical 
Association. In addition to the 130 members of the 
Massachusetts Medical Society who hold membership 
in other constituent state medical associations, it is 
my understanding that there are some members of 
the Massachusetts society who reside in other states 
but who are not affiliated with the organizations 
of their states of residence. 

You will probably recall that I wrote you about 
this matter some months ago, knowing that the sub- 
ject would be discussed at the meeting of the House 
of Delegates of the American Medical Association 
held in New Orleans. The Reference Committee of 
the House of Delegates to which the matter was re- 
ferred for consideration submitted a report to the 
effect that the Constitution and By-Laws of the Amer- 
ican Medical Association with respect to membership 
was specific and that the provisions of the By-Laws 
should be enforced. This report was adopted by the 
House of Delegates. 

It, therefore, becomes my duty to bring the matter 
officially to the attention of the Massachusetts Medi- 
cal Society through you as secretary. I am quite 
sure that the House of Delegates of the American 
Medical Association does not wish to take any pre- 
cipitate action that might bring about any undue 
annoyance on the part of constituent state associa- 
tions. I hope that the matter may be brought to the 
official attention of the council of the Massachusetts 
Medical Society and, in case that is done, that I shall 
be advised of any action that that body may take. 
' With assurances of my sincere respect and esteem, 

am 

Very truly yours, 
OLIN WEST. 


Dr. R. B. Greenough, Suffolk, Moved: That 
the matter be referred to the standing Commit- 
tee on Membership and Finance to consider and 
report to the Council. He thought that the 
question that was brought up, to which Dr. 
Cody had just referred in his report of the 


difficulty seemed to him to rest more with the 
American Medical Association than it did with 
the Massachusetts Medical Society. The na- 
tional association had offered membership in the 
American Medical Association to the Massachu- 
setts Medical Society and that association was 
at liberty in any way it saw fit to restrict 
admission to membership. He thought an apt 
quotation was, Job I, 21: ‘‘The Lord gave, and 
the Lord hath taken away; blessed be the name 
of the Lord.’’ The motion was seconded and 
Dr. J. F. Burnham, Essex North, took the fioor 
to discuss it. He said that the letter might have 
far reaching results; that the Massachusetts 
Medical Society wished to work in every way 
in cooperation with the national association, yet 
the Society had had non-resident Fellows since 
1840, anyway, when they were first separately 
listed. There were 297 active non-resident Fel- 
lows at the present time, making six per cent 
of the total membership of the Society. If all 
pay their dues they turn into the treasury of 
the Society about $1,700 yearly; they each re- 
ceive 52 copies of the New England Journal of 
Medicine in a year; some 15,000 copies dis- 
tributed to non-resident Fellows in 29 states of 
the Union and to a few in the rest of the world. 
The number of delegates sent to the meetings 
of the House of Delegates at the annual sessions 
of the American Medical Association depends on 
the numbers of members of the component as- 
sociations ; in the case of Massachusetts the num- 
ber of Fellows on March 1, 1932 was 4760, ac- 
cording to the Proceedings of the House of 
Delegates, 1932, thus giving this state, at the 
rate of one delegate to every 750 and a frac- 
tion of 750 Fellows, six delegates. The num- 
ber would not be decreased by subtracting all 
of the 297 non-residents. The non-residents are 
many of them our old friends and comrades, 
they represent all departments in medicine, 
many of them live in neighboring states, and it is 
evident that they want to keep in touch with 
us for they say so and they pay annual dues. 
He thought that this important matter should 
be referred to a good committee and he knew 
none better than the standing Committee on 
Membership and Finance, as suggested by our 
ex-president. Dr. W. H. Ensworth, Suffolk 
wondered if it would not be possible for the 
American Medical Association to eliminate 
duplicates in assigning membership to the dif- 
ferent component associations. Dr. Burnham 
thought that it would, a point to be drawn to 
the attention of the Committee on Membership 
and Finance. On being put to a vote Dr. 
Greenough’s motion was passed unanimously. 
Dr. A. S. Begg, Norfolk, said that he thought 
that the report of the Committee on State and 
National Legislation had been passed over rather 
hurriedly. He thought that there were many 


delegates to the House of Delegates, was one 
which requires very careful consideration. The 


present who felt they were in contact with prac- 
titioners in the state who would like to hear 
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more from Dr. O’Brien about the chiropractic 
referendum, which will be voted on on November 
8. Dr. O’Brien took the floor and explained 
the situation as regards the chiropractic refer- 
endum. The chiropractors had obtained more 
than 5,000 signatures to a petition to have a 
referendum placed on the ballot in November, 
in spite of the fact that their bill had been 
defeated in the Legislature; that gave them a 
certain status, for instance, anyone who prints, 
circulates or distributes a printed article against 
them is liable to suffer by lawsuit for slander 
or libel. The way to obviate this is for eir- 
culars to be signed by the treasurer of a polit- 
ical committee, the name of the committee be- 
ing first filed with the Secretary of State. and 
a statement made by the treasurer of such com- 
mittee of money received and expended; all this 
within a certain time after an election. The 
chiropractors have been very active and the 
medical profession must do all it can to coun- 
teract their efforts. Fellows are asked to in- 
fluence their families and their patients and 
also their friends. We cannot show to the 
publie a diploma obtained from a chiropractic 
school by one of our Fellows, who took a cor- 
respondence course, paid $100 and is a full 
fledged Doctor of Chiropractic, although this 
diploma has been shown at the State House. 
Every physician should do what he ean to influ- 
ence a negative vote on Referendum No. 1, on 
the ballot in November. 


Dr. T. H. MeCarthy, Plymouth, addressed the 
Council. He said that the members of the 
Plymouth District had been active in opposing 
the chiropractic referendum, having met in July 
when they were addressed on the subject by the 
Vice-President and by Dr. T. J. O’Brien who 
was thoroughly informed of the details. Dr. 
McCarthy had a plan to prepare a letter which 
was to be handed or mailed by every physician 
to his friends asking them to vote ‘‘No’’ on the 
referendum as a personal favor. He explained 
how it could be done and the cost. Dr. O’Brien 
said that under the terms of Section 34, Chapter 
55, of the General Laws of Massachusetts, 1921, 
it was impossible to send out such letters. He 
read from this statute. The question was dis- 
eussed further by F. H. Washburn, Worcester ; 
A. G. Rice, Hampden; A. S. Begg, Norfolk; 
P. J. Sullivan, Berkshire; Edward Mellus, Mid- 
diesex South; J. A. Mehan, Middlesex North 
* and by others, Dr. O’Brien answering the many 
questions asked. It was agreed finally that every 
physician should personally try to influence vot- 
ers to mark ‘‘No’’ to the first referendum on the 
ballot. 


Dr. R. B. Greenough introduced the following 
preambles and resolution : 


“Whereas, the plan of organization of the Mass- 
achusetts Medical Society provides nine standing 
committees to which practically all important 
matters are referred for consideration before 
action is taken by the Council; and 


“Whereas, in accordance with the by-laws, the 
members of these committees are annually nomi- 
nated by the President, and appointed by the 
Council: 


“Be it resolved, that it is the opinion of the 
Council that there should be a degree of rotation 
in office in the membership of these committees, 
such as may be secured without depriving the 
Society of the service of committee members 
of notable experience and ability.” 


He explained that such a resolution would 
give the president greater freedom in making 
minor changes in the personnel of the stand- 
ing committees while not depriving the society 
of the valuable trained chairmen. The resolu- 
tion was discussed by 8. B. Woodward, Wor- 
cester, who thought that under the terms of the 
By-Laws at present the president has the power 
to nominate all members of the standing com- 
mittees at the annual meeting. Unless the reso- 
lution definitely instructed the president to do 
some specific thing, such as drop a member every 
year, he thought it unwise to pass it. Dr. Green- 
ough explained that he thought that when a 
committee remains year after year in a dead or 
alive state its membership ought to be changed; 
the resolution would hold up the president’s 
hands and go against custom, which had domi- 
nated in the past. The motion was seconded by 
Dr. 8S. A. Mahoney, Hampden. Dr. W. A. Lane, 
Norfolk, thought that the matter should have 
further discussion by the Councilors and moved 
that the matter lie on the table until the Feb- 
ruary meeting of the Council. His motion hav- 
ing been duly seconded, it was so voted. 

Dr. R. B. Greenough offered the following 
preamble and resolution : 

“Whereas, the annual meeting of the Fellows. 
of the Massachusetts Medical Society has of late 
years become a meeting devoted chiefly to per- 
functory business matters; 

“Be it resolved, that the President of this Soci- 
ety be asked to prepare a brief address to be pre- 
sented at the annual meeting as a part of the 
business of that meeting, in which he may re- 

‘ view the affairs of the Society and make such 

recommendations for action by the Council as 
may seem to him expedient.” 


The motion being duly seconded was passed 
without dissent. 

Dr. E. P. Joslin, Suffolk, made the following 
nomination for Associate Fellowship in the So- 
ciety : 

“We hereby nominate Francis Gano Benedict, 
Ph.D., Director of the Nutrition ‘Laboratory of 
the Carnegie Institution of Washington, at 29 
Vila Street, Roxbury, for Associate Fellowship 
in the Massachusetts Medical Society in accord- 
ance with the terms of Chapter I, Section 4, of 
the By-Laws.” 

P. JOSLin, 
JOHN M. BIRNIE, 
HoMER GAGE. 


This nomination was automatically referred 
to the Committee on Membership and Finance 
to report. 

Adjourned at 2 P. M. 

Watter L. Burrace, Secretary. 
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APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL 


NO. 1 


REPORT OF THE COMMITTEE ON STATE AND NATIONAL 
LEGISLATION 


At a meeting of the committee on August 10 it was 
voted to endorse the article on the value of animal 
experimentation written by Drs. Walter B. Cannon 
and Cecil K. Drinker, an article which was about 
to appear in an issue of the New England Journal 
of Medicine. 

At a meeting, held on September 2, it was voted 
that, should the Council accept the recommendation 
of this committee, the reprints of above mentioned 
article would bear the statement, “issued by the 
Massachusetts Medical Society”. 

Although House 226, the so-called “Chiropractic 
Bill”, was defeated by a vote of 151 to 50 in the 
House and by 21 to 13 in the Senate, under Article 48 
of the Amendments to the Constitution it will be 
placed upon the official ballot at the next State elec- 
tion in November as the required 5000 signatures 
were filed at the office of the Secretary of State. 

Each voter will receive a pamphlet, issued by the 
Secretary of State, about one week before the elec- 
tion, containing the Initiative Petition of the Chiro- 
practors as it will be worded on the ballot and the 
majority, minority and supplementary reports as 
submitted in House 1316 by the several members 
of the Committee on State Administration. A “polit- 
ical committee” was formed on August 10 to conform 
with the law as specified by Chapter 55, Section 4 
of the General Laws relating to Primaries, Caucuses 
and Elections. The Committee on State and National 
Legislation voted to become the “political commit- 
tee” with Halbert G. Stetson as chairman and Shields 
Warren as secretary and treasurer, and the names 
and addresses of the five members were filed with 
the State Secretary. The treasurer of the committee 
must later file a return of receipts and expenditures 
as required by Chapter 55, Section 17. Under Chap- 
ter 55, Section 34 no circular can be written, printed, 
posted or distributed if designed to aid, injure or 
defeat any question submitted to the voters unless 
there appears on such circular or poster the names 
ot the chairman and secretary of the “political com- 
mittee”. This law applies to all political advertise- 
ments. The Initiative Petition must have at least 
30% of the total vote at the November election and 
is to be decided by the majority of votes cast. Per- 
sonal interviews have been held with the Presidents 
ot the Massachusetts State Nurses’ Association, and 
the Massachusetts State Pharmaceutical Association 
and these organizations have codperated in a most 
valuable manner in opposing the Initiative Petition 
of the “Drugless Healers”. The Vice-President of the 
United Drug Company requested the managers of its 
Massachusetts stores to actively oppose the bill and 
the Boards of Health throughout the State supported 
our single standard principle very effectively. The 
Executive Secretary of the Massachusetts Tubercu- 
losis League has devoted much time and energy to 
this work and many groups, firms and lay organiza- 
tions have done likewise. 

One of Boston’s leading papers nas printed two 
editorials in opposition to the Chiropractor’s effort 
to obtain special privileges and the New England 
Journal of Medicine has given much space and sup- 
port in presenting our plea for a continuation of the 
present law. Addresses have been given before most 
of the District Societies and the enthusiasm of the 
officers and the members of the Auxiliary Committee 
has been most gratifying. Arrangements have been 


completed for addresses before the Annual Meeting 
of the Massachusetts State Nurses’ Association, the 
Massachusetts League of Women Voters, the Ex- 
change Club of Worcester, the Webster Medical Club 
and many other organizations throughout the State. 

A series of circulars endorsing our principle of a 
single standard and presenting salient points in oppo- 
sition to the Initiative Petition of the Chiropractors 
will be mailed at intervals to the Councilors, mem- 
bers of the Auxiliary Committee, officers of district 
societies and a selected list of laymen. 

We particuiarly request the wives of members 
to interest themselves in our problem as their serv- 
ices would be invaluable. 

The superintendents and chiefs of staffs of all 
Massachusetts hospitals have been urged to codper- 
ate, as their active interest is needed in this cam- 
paign. 

The Massachusetts Medical Society has had many 
serious problems to solve in its one hundred and 
fifty-one years and tradition tells us that victory has 
been won in each instance by hard work and much 
self-sacrifice. 

Our forefathers presented .us with a profession 
occupying a high place in the intellectual world and 
our generation is asked to support the great funda- 
mental principle of a single standard for all prac- 
ticing the healing art in this State. 

Let us be worthy of this task. 

Respectfully submitted, 
H. G. Stetson, Chairman, 
T. J. O'BRIEN, 
F. E. JONEs, 
A. W. MarsH, 
SHIELDS WARREN, Secretary. 


APPENDIX NO. 2 


REPORT OF THE DELEGATES TO THE HOUSE OF DELEGATES 
OF THE AMERICAN MEDICAL ASSOCIATION, NEW OR- 
LEANS, 1932. 


All delegates attended every session of the House. 
Dr. J. F. Burnham served as member of the Refer- 
ence Committee on Medical Education, Dr. C. E. 
Mongan as Chairman of the Reference Committee 
on Reports of Officers. 

The report of the Secretary showed 99,470 mem- 
bers of the Association on March 1, 1932. From Jan- 
uary 1, 1931 to January 1, 1932 the names of 546 
new members were added to the official list, while 
the names of 1,411 deceased members were removed. 
Our society as of March 1, 1932 had 4,760 members 
and 2,944 Fellows of the A. M. A. The number of 
subscribers to the Journal is 4,205, or 64% of the 
physicians in the state. 

Further the Secretary says: “Dual Membership— 
In some instances members of the American Medical 
Association have been officially enrolled as members 
in more than one constituent state medical associa- 
tion. This appears to be in violation of the intent 
of the law of medical organization in the United 
States. The matter is discussed in the report of the 
Judicial Council.” 


The report of the Judicial Council on the matter 
is as follows. 

“Membership in More Than One Society: 

“It seems obvious that it is intended, under the 
scheme of medical organization in the United States, 
that no member shall hold membership in more than 
one component county society or in more than one 
constituent state association. Moreover it appears 
to be the intent of organizational law that the com- 


ponent county medical society shall have jurisdic- 
tion with respect to the membership of physicians 
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residing and practicing within its own territory; 
otherwise there would be confusion and conflicts that 
might eventually undermine the strength of our or- 
ganization. In the opinion of the Judicial Council 
it is unfortunate and prejudicial to the efficiency 
of all the units of organization that some component 
societies and constituent associations have admitted 
members who reside and practice in other jurisdic- 
tions. In some instances such members hold mem- 
bership in two component societies and in two con- 
stituent associations. This is subversive of demo- 
cratic principles. In other instances, men residing 
in one state have been taken into membership in 
another state, but do not hold membership in the 
component societies or the constituent associations 
of the states in which they reside. This is a situa- 
tion that demands correction. The Judicial Council 
recommends that the House of Delegates request all 
Constituent associations to make such amendments 
of their organic laws as may be necessary to exclude 
from membership any physicians other than those 
who reside and practice within the lines of the 
particular state concerned, except in those instances 
in which the associations of the adjoining states may 
waive jurisdiction. Dual representation is not 
in accord with democratic principles. It is impor- 
tant that jurisdiction in matters of professional re- 
lations and discipline shall be clearly established.” 

This part of the Council report was referred to 
the Reference Committee on Amendments to the Con- 
stitution and By-Laws, which reported as follows: 

“Your Reference Committee believes that sections 
1 and 2 of chapter XI of the By-Laws on membership 
and Fellowship in the American Medical Association 
are sufficiently definite in their provisions concern- 
ing dual memberships and that strict observance 
of these provisions should be insisted on.” 

In the address of President E. Starr Judd the 
following parts are of particular interest: 

“There has been a tendency in some specialties 
and in certain communities to turn over certain 
cases to nurses, midwives or technicians. So far 
as I can see there is no way to make the conscien- 
tious practice of medicine an easy task. And fur- 
thermore it has been asserted repeatedly that there 
are too many physicians. Although I do not believe 
there are too many physicians, nevertheless I do 
think that in order to give the people the best care, 
the actual practice of medicine must be kept in the 
hands ef physicians. 

“Promoting public health and preventive medicine 
is one of the definite functions of the medical pro- 
fession, and this service must not be divorced from 
medicine. In certain large communities it is neces- 
sary to have health officers who devote all their time 
to this work and who become specialists in this field. 
Many of the problems associated with the work must 
be under government supervision. All general prac- 
titioners must become familiar with the problems 
of public health and preventive medicine and must 
help in every way that they can to see that these 
activities are adequately carried out in their com- 
munities. At this particular time, preventive medi- 
cine is accomplishing a great deal. 

“Organized medicine must do everything possible 

to escape having this function of the medical pro- 
* fession taken over exclusively by the government.” 


Concerning graduate training he said, “The meth- 
ods of pracfice are constantly changing, and it is 
necessary for each physician to continue to study. 
The physician’s life is one of almost constant study. 
It is not possible for one to succeed and to progress 
by employing methods one was taught as a student 
years ago. In order that the physician may keep 
abreast of the times he must make trips to large 
centers of medicine, and attend clinics and courses 
conducted by experienced teachers where there is 
great abundance of clinical material. A physician 


who does not seek these clinics, who does not attend 
medical meetings, or who does not keep up his read- 
ing of medical literature, cannot do the best that. 
might be done for his patients, and cannot hope 
to progress. 


“In former years it was possible in any of the 
larger cities, on certain days to find a good clinic 
where there would be well-chosen material presented 
in an interesting fashion by some well-known clini- 
cian or surgeon. In the present day most of these 
old, well-established clinics have been allowed to go 
out of existence. I wonder whether it is due to some 
change in our conception of practice that has allowed 
this to take place. I wonder also whether science 
and research are overshadowing the art and the 
human side of practice too much. I also wonder 
whether the full-time teaching plan for clinicians. 
has not been a factor in allowing these important 
clinical days to disappear. Can a man on a full-time 
teaching appointment retain his stimulus and the 
industry required to make such a clinic successful? 
I hope that some way may be found of reviving these 
regular, independent clinics, so that it may again 
be possible to derive the benefit of a few hours with 
some well-known physician, surgeon or specialist.” 


On specialization—“Specialization has been greatly 
overdone and not only is responsible for less satis- 
factory results but also has a tendency to increase 
the cost. I believe the best specialists will be those 
who have spent some time in general practice. One 
of the difficulties seems to be in the medical schools 
where the students are directed to some special 
field, and where students say it is difficult at the 
present time to obtain a well rounded out training 
such as would equip one for general practice.” 

President-Elect Edward H. Cary presented the 
need of a comprehensive effort on the part of the 
Council on Medical Education and Hospitals to de- 
velop postgraduate instruction to aid the many soci- 
eties now carrying on intensive postgraduate work, 
by listing available instructors, and suggesting sub- 
ject matter. Regional clinical meetings for inten- 
sive study should be encouraged in certain geographi- 
cal localities, to discourage a multiplicity of like 
endeavors which are apt to lessen professional in- 
terest or conflict with the meetings of the state 
societies. 

The Reference Committee on Reports of Officers 
after consideration of this part recommended that 
the Council on Medical Education and Hospitals pro- 
mote this work by urging the state medical societies 
to conduct regional meetings, and that the Council 
endeavor to provide, so far as possible, suitable infor- 
mation regarding material for such instruction. 

The Board of Trustees reported marked expansion 
in the work of the various departments. The Bu- 
reau of Medical Economics is organized and has en- 
tered on an active program of investigation of vital 
subjects. The Committee on Foods is steadily mak- 
ing progress. The Committee on Legislative Activi- 
ties has earnestly dealt with matters assigned to it. 

The gross income for 1931 was less by $47,000 than 
in 1930. Total operating expenses were larger by 
$27,190, while there was an increase of $119,322 in 
expenses, largely accounted for by. depreciation in 
the values of real estate, building and physical equip- 
ment due to marked depreciation in such values occa- 
sioned by economic conditions. 

It is gratifying that the Board is able to report 
that the depreciation in the value of the Association’s 
securities has apparently been smaller than similar 
depreciation reported by various corporations with 
large holdings. 

The Treasurer’s report shows as at December 31, 
1931, Invested and Uninvested Reserve, $1,819,433. 

The Auditor’s report shows assets to be $3,322,703. 

The Council on Medical Education and Hospitals 
reported progress in its investigation of all hospitals 
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caring for mental patients and expects to complete 
the work early this summer and to report the results 
of the study next winter; that the deans of all ap- 
proved medical schools have been notified that be- 
ginning in 1933 publication will be required of the 
hospital service of recent graduates, or students in 
their fifth year; that in the matter of certification 
of specialists a study shows that at least four agen- 
cies are at work in this field and that some form of 
codperation between them is the only practical solu- 
tion, so the Council at this time reports progress; 
that the Council has amended the “Essentials of a 
Registered Hospital’, has adopted the “Essentials 
of an Approved Clinical Laboratory”, and a state- 
ment of the “Essentials for the Listing of Physicians 
Specializing in Clinical Work and Pathology”. 

The Reference Committee approved this report 
and also a resolution from a Delegate of Illinois 
expressing the opinion that physicians on the staffs 
of hospitals approved for intern training by the 
Council on Medical Education and Hospitals should 
be limited to members in good standing of the Ameri- 
can Medical Association. 

Special Committee on Legislative Activities in 
Executive Session. This report covered two sub- 
jects—hospitalization of veterans and the hearing 
on the Maternal and Infancy Bill. 


Of the first the following will summarize: “We 
believe the work we have started should continue. 
On every side the medical profession is being con- 
fronted with health activities which, started with 
the highest motives in most instances, have through 
publicity and propaganda diverted the attention of 


the public from the practicing physician as the most 


essential factor in any public or private health pro- 
gram. The most essential factor in the proper care 
of the veteran is that he be taken care of by a doctor 
who is a well-informed, interested practitioner of 
medicine in the local community, who is unfettered 
by official “red tape”. 


The Maternal and Infancy Bill before the Senate 
Committee on Commerce differed from the old 
Sheppard-Towner Bill in that it applied only to the 
rural population and to towns under 50,000. The 
bill was referred out from the committee with the 
rural aspects of the bill stricken out. There was 
a minority report against the bill signed by seven 
members, including Senators Moses of New Hamp- 
shire, Coolidge of Massachusetts and Bingham of 
Connecticut. 


This concluding paragraph of the Legislative Com- 
mittee’s report is of interest: “It might be worth 
while for the officers of the American Medical Asso- 
ciation to arrange a conference with the Committee 
on Legislative Activities of the A. M. A. and repre- 
sentatives of the organization of state health officers 
to find out why the health officers so persistently 
lobby for federal instead of state control of health 
activities.” 


At the last session of the House, President Cary 
renominated Dr. Frank H. Lahey as a member of the 
Council on Scientific Assembly. Dr. Frederic A. 
Washburn was nominated to succeed Dr. Dean Lewis, 
elected President-Elect, a member of the Council 
on Medical Education and Hospitals. 


Respectfully submitted, 
Epmonp F. Copy. 
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ACUTE NON-DIPHTHERITIC LARYNGEAL OBSTRUCTION* 


A Report of 51 Cases Treated at the Hartford Isolation Hospital 
During the Past Six Years 


BY C. L. THENEBE, M.D.t+ 


CUTE non-diphtheritie laryngeal obstruc- 

tion may be defined as acute edematous 
hyperemia of the larynx which causes obstruc- 
tion to the free passage of air through the 
larynx. The adjoining structures are usually 
involved in the inflammatory process which may 
further obstruct breathing,—the trachea, the 
bronchus and the pharynx. 

The incubation period and the bacteriology 
would both depend upon the underlying etiology. 
In some eases, the common cold virus—in others, 
the streptococeus—appears to be the primary 
etiological factor. The secondary invading or- 
ganisms are also usually present, i.e., the staph- 
ylococeus aureus, staphylococeus albus, micro- 
ecoceus catarrhalis, pneumococeus, ete. 

The pathology embodies hyperemia and edema 
of the involved region. The edema is often of 
a rapidly inereasing type. <A period of sixteen 
hours from onset to exit has been observed. Ex- 
udate or membrane is only rarely present. In 
some of the unfavorable cases the mucus be- 
comes very tenacious and consequently difficult 
to expel. Atelectasis and bronchopneumonia en- 
sue in some of these eases. (Note complications 
described later.) 

From the predisposing cause standpoint, the 
fat child with a short neck seems to be more 
prone to develop this infection. In some of the 
cases a previous history of eczema and bronchial 
asthma has been observed. Instability of the 
nervous system also factors. 

The symptomatology includes variable fever, 
eroupy cough, stridor, dyspnea which may be 
of an increasing type, retraction of the thoracic 
muscles of breathing, cyanosis, prostration and 
exhaustion. The voice sounds are usually pres- 
ent. 

From the standpoint of differential diagnosis, 
eareful history, laryngoscopie and roentgen ray 
examinations, with careful examination and ob- 
servation of the patient, will aid in the attain- 
ment of a definite diagnosis. The case of ecapil- 
lary bronchitis with possible spasm of the bron- 
chioles, and the case of foreign body is ocea- 
sionally sent to the hospital with a diagnosis of 
obstructive laryngotracheitis. 


REPORT OF 51 CASES 


Admissions: 


There were 51 cases admitted to the hospi- 
tal; of these, 38 were males and 13 females. 


*Read in part at the meeting of the Hartford Medical Society, 
June 7, 1926. 

+Thenebe—Visiting Epidemiologist, Hartford Isolation Hospi- 
tal. For record and address of author see ‘‘This Week’s Issue,” 
page 756. 


Age Group: 

Twenty cases were admitted from & months 
to 2 years of age; fourteen cases were admitted 
from 2 to 5 years of age; thirteen cases were 
admitted from 5 to 10 years of age; three cases 
were admitted from 10 to 20 years of age, and 
one case was admitted above 20 years of age. 


Admission Temperature: 
This varied from 100 to 105 degrees. 


Day of Disease Patient Was Admitted: 


Six cases were admitted on the first day of 
illness. There was one death in this group. 

Eighteen cases were admitted on the second 
day of illness. There were two deaths in this 
group. 

Eighteen cases were admitted on the third 
day of illness. There were two deaths in this 
group. 

There were nine cases admitted on the fourth 
day or over. There were two deaths in this 
group. 


Report of Treatment: 


Twenty-three cases were not intubated; there 
was no mortality. Four cases were intubated 
without a tracheotomy; one case died—mortal- 
ity 25%. Twenty-one cases were intubated and 
tracheotomized; five of these cases died—mor- 
tality 23.8%. Three cases were tracheotomized 
without intubation; one of these cases died— 
mortality 33%. Total mortality of the en- 
tire group of cases was 13.7%. Total mor- 
tality of the intubated and_ tracheotomized 
patients was 25%. There were 50 intuba- 
tions done on the above 21 cases before the 
tracheotomy was done. It seems that the initial 
intubation should be dispensed with in some of 
these cases, as sO many are eventually trache- 
otomized. 


Age Analysis of Fatal Cases: 

Nine months of age—l case; 13 months of 
age—2 cases; 14 months of age—l case; 21 
months of age—l case; 3 years of age—1 case; 
7 years of age—l ease. 


Day Upon Which Tracheotomy Tube Was Re- 
moved: 

Sixth day—1 case; ninth day—2 eases; tenth 
and eleventh day—1 case each day; twelfth 
and thirteenth day—3 cases each day; fifteenth, 
seventeenth and nineteenth day—1l case each 
day ; twentieth day—2 cases; twenty-fifth day— 
1 case. The average time tube remained in the 
trachea was 13.1 days. 

The complications and accompaniments noted 
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in these cases were acute sinusitis; acute naso- | 4 of Permits laryngeal heal- 
pharyngitis; acute simple and gangrenous sto- 


matitis; acute otitis media; acute congestion of 
the thymus gland (during the tracheotomy op- 
eration, it is a very frequent occurrence to no- 
tice the upper ends of the thymus gland pre- 
senting in the wound); bronchopneumonia; 
atelectasis; terminal abdominal distention and 
cardiae failure. 


A detailed report of an autopsy appears be- 
low*. 


GENERAL COMMENT REGARDING THE ABOVE CASES 


I. A definite allergic factor was suggested 
in some of the cases in that there was a past 
medical history of eczema and bronchial asthma. 


II. A disturbance of the equilibrium of the 
hormone gland secretions is also suggested be- 
cause of the frequent appearance of the over- 
nourished infant with a short neck. 


Ill. Tracheotomy: This procedure still re- 
mains a dreaded one by many members of the 
medical profession. When the usual indica- 
tions arise, there is no contraindication to its 
performance. The tracheotomy should be per- 
formed early before the child is exhausted from 
prolonged dyspnea. The mortality of tracheoto- 
mized patients in the past has been high be- 
cause it has been a last resort procedure. When 
the procedure is done early, the mortality is 
greatly reduced. It often has certain definite 
advantages over intubation. 


Intubation Tracheotomy 
1. Frequentreintuba- None. 
tions. 
2. Constant danger of No danger. 


expelling tube. 


3. Mucus often difficult 
to expel. (This may 
increase the inci- 
dence of broncho- 
pneumonia. ) 


More readily expelled. 


*The salient points of this autopsy performed fourteen hours 
after death by Drs. W. Allen and R. Kendall, Hartford Hospi- 
tal, are as follows: 

J. D. Aged 14 months. The body was that of a well-nourished 
and well-developed infant. Lungs: Right, ordinary appearance 
throughout, except for one small area of atelectasis in the 
upper lobe 1 cm. in diameter. There is also moderate conges- 
tion and edema. Left, there is a large area of atelectasis 
posteriorly in the lower lobe and within the parenchyma in this 
lower lobe there are a number of poorly defined dark red con- 
solidated areas % to 1 cm. in diameter. The bronchi in both 
lungs contain a considerable amount of thick, yellowish, puru- 
lent exudate which might effectually close some of the bronchial 
tree. The tracheobronchial nodes are not enlarged. 

Thymus: Normal in position. It is perhaps slightly enlarged 
and weighs 30 gms. It extends well up into the sternal notch 
and might well produce some compression. The structure 
appears normal, 

Larynx and Trachea: These were opened in situ. The mucous 
membrane is edematous and hyperemic, but there is no definite 
exudate and no membrane. 

Peritoneal Cavity: The entire intestine is moderately dis- 
tended. 

Summary of Gross: Acute laryngotracheobronchitis. Atelec- 
tasis and bronchopneumonia. Hypertrophy of thymus. ‘The 
course in this case appears to be that of an acute non-diphther- 
itic tracheobronchitis with bronchopneumonia. The thymus may 
have played an important part by partial obstruction of the 
trachea. 

Anatomical Diagnosis: (1) Bronchopneumonia and acute 
tracheobronchitis. (B. Coli, staph. aureus and strep. non hemo- 


ol 


. Nursing, feeding and KEasy. 
maintaining fluid 
requirements dif- 
ficult. 

. Tubecannot becleaned Readily cleaned. 
readily. 

If there is additional 
pressure from an 
engorged thymus, 
the pressure would 
not be relieved. 

No scar. Scar. 


. Possible chronic tube Possibility much less. 
case. 


for) 


May aid this condition. 


2% 


A thin sterile gauze sponge moistened with 
sterile boric acid solution covers the tracheotomy 
tube in situ. 

The tracheotomy tube should always have a 
smaller diameter than the diameter of the lu- 
men of the trachea* so that air may readily 
pass beside the tube and through the larynx 
to the pharynx and nares. 

The tracheotomy tube becomes crusted with 
dried mucous secretion. <A clean tube, held in 
readiness, is reinserted, usually every two days. 

When the increased mucous secretion, as noted 
through the tracheotomy tube, has definitely sub- 
sided, a thin layer of sterile bandage is placed 
about the neck so that the tracheotomy tube 
will be covered. The purpose of this bandage 
is to direct more air beside the tube through 
the larynx. This is followed with an increas- 
ing amount of dressing and bandage. A plug 
would answer the same purpose, but the bandage 
seems to facilitate final tube removal from the 
psychological standpoint. The tube is removed 
when the child breathes freely through the up- 
per respiratory passages. 

The ideal case is that wherein it is not neces- 
sary to resort to an intubation or tracheotomy. 
Unquestionably, it would not have been neces- 
sary to have intubated or tracheotomized some 
of the cases, but the margin of safety seems so 
small in the case where intervention is neces- 
sary over the case where no intervention is neces- 
sary that one fears the consequences of waiting 
too long. Again, it is better not to ‘‘bottle 
up’’ the secretion of mucus too long before in- 
tervention, because this will increase the inci- 
dence of atelectasis and pneumonia. 


IV. Administration of diphtheria antitoxin 
to these cases is the usual rule, even though. 
at times, the procedure lacks medical courage. 
A history of a negative Schick Test should per- 
mit withholding the administration of antitoxin. 
Immunization against diphtheria can never be 
overemphasized. Certainly knowing the patient 
to be immune to diphtheria will alleviate the 
element of doubt as to whether antitoxin should 


*The diameter of the size 1 tracheotomy tube is frequently 
greater than the diameter of the lumen of the trachea under 


lyticus); (2) Pulmonary Atelectasis—Infancy. 


nine months of age. 
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or should not be given. It is necessary to main- 
tain body fluid requirements (by mouth, ree- 
tum, hypodermoclysis, venoclysis and _ intra- 
peritoneally). The ice collar is often very help- 
ful. The mixture taken from the teachings of 
Dr. A. A. Stevens, containing potassium citrate, 
wine of ipecac, the tincture of camphorated 
opium in a vehicle of syrup tolu and water is 
often very helpful. The addition of ephedrine 
to this mixture in the allergic child has also 
been used. Steam inhalations, plain or medi- 
eated, still remain useful. (Moist warm air, 
but not too depressingly warm.) 


V. Regarding the prophylaxis of this disease, 
the avoidance of exposure to individuals suffer- 
ing with the common cold or other upper respira- 
tory infections should be of valuable aid. 


VI. Regarding subsequent attacks—these at- 
tacks do recur. As yet I have not attended a 
case which required a second tracheotomy. Re- 
moval of pathological tonsils and adenoids will 
aid in preventing severe subsequent attacks. 


SUMMARY 


1. A résumé of the study of 51 cases of acute 
non-diphtheritic laryngeal obstruction is re- 
ported. 

2. An early, rather than a late, tracheotomy 
will reduce the mortality. 

3. The removal of pathological tonsils and 
adenoids and the avoidance of exposure to in- 
dividuals suffering with the common cold or 
other upper respiratory infections are valuable 
in aiding the prevention of this disease. 


Discussion 


Dr. Epwarp C. Smitru, Massachusetts Mem- 
rial Hospitals, Boston, Mass.: Acute non- 
diphtheritie laryngeal obstruction is a common 
condition referred to the contagious hospital. 
The admitting diagnosis is usually other than 
this condition. There are two conditions which 
must be immediately excluded: laryngeal diph- 
theria and foreign body. <A laryngoscopic ex- 
amination will aid in diagnosis but this is not 
always the procedure of choice. At times if 
it is not necessary to intubate the child on ad- 
mission, it may be necessary following the laryn- 
goscopie examination. Digital examination is 
often helpful in recognizing a para- or a low 
retropharyngeal abscess. 

After the diagnosis has been definitely de- 
termined, the problem becomes one of what pro- 
cedure should be used, if the patient is to be 


given relief. A medical or operative procedure 
must be considered. At least one-third of the 
eases will do well on medical treatment alone. 
At this time the color, the pulse rate, the qual- 
ity of the heart sounds and the appearance 
of the patient remain the governing factors in 
determining when to relieve the remaining two- 
thirds of the eases. The question of intubation 
versus tracheotomy constantly arises. More than 
two-thirds of these intubated patients come to 
tracheotomy eventually. I usually intubate these 
patients, removing the tube in three days. If 
an immediate reintubation is necessary, the pa- 
tient is tracheotomized. If the reintubation is 
necessary after a few hours, the laryngeal tube 
is permitted to remain in situ for an additional 
three days. If reintubation is necessary at this 
time, the tracheotomy is performed. Tracheot- 
omy is performed early rather than too late in 
these cases so that the possibility of pressure 
necrosis will be a minimum one. This will al- 
lay the future possibility of a chronic stenotic 
laryngitis which will require dilatation. 

In the case admitted with a subsiding laryn- 
gitis but in which the process has extended down 
into the trachea, bronchi and lungs, I feel that 
interference is not advisable if it can be avoided. 
I usually hold off on the tracheotomy up to 48 
hours. The case intubated with an edematous 
laryngitis in which a bronchopneumonia de- 
velops within a few hours, would have been bet- 
ter off with a primary tracheotomy. The in- 
tubation tube often obstructs free passage of 
mucus through this tube, so consequently in- 
creases the incidence of bronchopneumonia. 

The case of acute laryngitis sicca with edema 
of the cords and scattered gelatinous crusts on 
their surface is occasionally seen. These crusts 
can be removed, but tend to re-form. An imme- 
diate tracheotomy is the procedure of choice in 
such eases. These crusts often continue to form 
below the tracheotomy wound. Moist warm air, 
an abundance of fluid by mouth, reinforced by 
venoclysis or subcutaneous fluid, seem to be the 
only practical methods of procedure, but despite 
all efforts the patient usually succumbs. 

I do not feel that suction is very helpful in 
the treatment of these cases, because of the 
trauma entailed in using it. 

I have had a few tracheotomized patients who 
later developed obstructive symptoms, but I have 
not to date retracheotomized any patient. 

Children developing croup during the first 
year of life should be immunized against diph- 
theria as early as possible, as they will be sub- 
ject to this condition for some years to come. 
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MEDICAL PROGRESS 


REVIEW OF GASTRO-INTESTINAL SURGERY IN 1931 


BY M. A. MCIVER, M.D.* 


HE following is a brief review of some of 
the outstanding contributions to surgery of 
the gastro-intestinal tract appearing in 1931. 


Tue StomacH. The question of early diagnosis 
in cancer of the stomach is always an interesting 
and important problem. Alvarez? approaches this 
this from a fresh angle by asking how early 
physicians make a diagnosis of this condition 
in themselves. The study is based on 41 cases of 
carcinoma in physicians, in 20 of which the 
symptoms were of fairly short duration, aver- 
aging about 12 months. 

From analysis of the total group the author 
concludes that in many instances a tentative di- 
agnosis, at least, should have been made as soon 
as the symptoms appeared ; although in a number 
of cases an accurate diagnosis was rendered dif- 
ficult by the fact that the patient had suffered 
for years from some type of indigestion. In 
certain of these latter cases the cancer appar- 
ently arose on a basis of chronic ulcer; and the 
fact that in four instanees a preoperative di- 
agnosis of gastric uleer was made at the Mayo 
Clinie illustrates the well-known difficulty in 
determining whether certain ulcerative lesions 
of the stomach are benign or malignant at the 
time they are first seen. In a few of Alvarez’ 
eases the possibility of uleer was suggested, and 


~ in some instances a too ready acceptance of this 


diagnosis led to the final disaster. Alvarez con- 
cludes that in the ease of middle-aged or elderly 
individuals who suddenly develop gastric symp- 
toms of indigestion, the diagnosis of gastric car- 
cinoma should always be carefully considered. 
The surgical treatment of duodenal and 
gastrie ulcers is discussed by Finsterer of 
Vienna’. This author, one of the leading sur- 
geons on the Continent, has advocated extensive 
resection of the stomach for both duodenal and 
gastric ulcers. His present study is based on the 
last 619 cases in his clinic, in which 516 resec- 
tions for duodenal ulcer and 90 for gastric 
ulcer were carried out, only 13 duodenal ulcers 
being treated by gastro-enterostomy. This radical 
treatment of peptic ulcer has not found exten- 
sive support in the United States; most of the 
leading surgeons feeling that a conservative 
gastro-enterostomy or pyloroplasty, with or 
without local excision of the uleer, is usually the 
operation of choice in duodenal ulcers. In con- 
sidering peptic ulcers it must be remembered 
that the pathological findings are variable, and 
there is a wide choice of procedure: the best re- 
*McIver—Surgeon-in-Chief, Mary Imogene Bassett Hospital. 


For record and address of author see “This Week’s Issue,” 
page 756. 


sults can only be obtained by selection of the 
most appropriate operation for the individual 
ease. The general management of cases of peptic 
uleer is discussed by Lahey’. 

In connection with the surgery of peptic 
ulcers, it is well known that some of the most 
serious problems are found where hemorrhage 
complicates the picture. Hinton‘ reports 52 such 
cases, among which there were 10 deaths. Six 
of these 10 cases had been treated by conserva- 
tive (non-operative) measures; 4 of the deaths 
followed operation. The author finds that in 
cases of acute hemorrhage which prove fatal, 
the gastric history is usually short or negative. 
As regards the indication for surgery, he con- 
eludes that in cases of chronic hemorrhage 
where the patient is incapacitated at frequent 
intervals, operation should be performed. The 
type of procedure can be decided only at opera- 
tion; but wherever possible the ulcer should 
be cauterized and excised in addition to any 
further procedure indicated. 

An analysis of 105 cases of acute perforated 
ulcer of the stomach and duodenum is presented 
by the same author’, who concludes that the 
patient’s recovery from an operation for acute 
perforation does not imply a permanent cure, 
and who stresses the importance of constant 
medical supervision in order that the likelihood 
of recurrence of symptoms or of a second per- 
foration may be diminished. 

Acute perforation is also discussed by Flem- 
ing®, who has analyzed the results of operation 
in 994 patients, and finds an average mortality 
rate of 23.6%. The author stresses the fact 
that the most important clinical factor in a 
favorable outcome is early operation. The great- 
est single cause of death in this study was gen- 
eralized peritonitis. Subdiaphragmatie abscesses 
were more frequent when upper abdominal 
drains were used. Fleming emphasizes the fact 
that irrigation of the peritoneal. cavity is an in- 
correct and obsolete procedure. 

The x-ray diagnosis of ulcerative lesions on 
the greater curvature is discussed by Sproull’, 
who considers it unwise for a roentgenologist 
to diagnose such a lesion as benign peptic ulcer, 
since at operation so many prove to be cancer. 
It follows from his reasoning that no lesion of 
the greater curvature should be treated by 
medical measures. 

Eighty-nine cases of gastric syphilis selected 
from 25,000 cases of syphilis, are reviewed by 
O’Leary®. He is somewhat conservative as to the 
result of treatment; but reports 37% cured and 
a further 27% improved by anti-syphilitie ther- 
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apy. He stresses the fact that the sooner treat- 
ment is instituted, the higher the percentage of 
cures. Where uncertainty exists as to whether 
the lesion is syphilis or cancer, O’Leary advises 
that an exploratory operation be performed 
rather than that the patient be subjected to too 
long a test with anti-syphilitic treatment. 


SMALL IntTesTINES. Carcinoid tumors of the 
small intestine are discussed by Cooke®, from the 
Mayo Foundation, in an interesting paper based 
on 11 cases of his own and 104 collected from 
the literature. He divides the cases into two 
eroups,—one of benign tumors, the other of 
malignant,—and states that while the histolog- 
ical picture usually suggests the diagnosis of a 
benign lesion, a metastasis occurs in about 20% 
of reported cases. The clinical symptoms are 
usually those resulting from intestinal obstrue- 
tion. 

A large number of papers have, as usual, 
appeared during the year on the subject of 
acute intestinal obstruction. Thurston’? con- 
cludes that B. Welchii is not an important or- 
ganism in causing the intoxication of obstruction 
and that administration of immune serum is 
therefore not of benefit. His findings are in 
accord with those of most workers on this sub- 
ject. It is now generally recognized that death 
in simple high obstruction (clinically a rare 
type) is due largely to the loss of sodium and 
chloride ions by vomiting. In certain other 
types of obstruction the cause of death is not 
so clear. An interesting experimental study on 
the cause of death where closed intestinal loops 
are used has been carried out by Bureget et al™, 
who were able to demonstrate that when the con- 
tents of the loops were aspirated so that the loops 
did not become distended, the animals did not 
show the symptoms of obstruction; whereas if 
the loops were allowed to become distended, the 
animals exhibited the usual characteristic pie- 
ture of intestinal obstruction. These experiments 
illustrate the well-known clinical fact that in- 
terference with the circulation of the bowel by 
distention is an extremely important factor in 
the production of degenerative changes in the 
bowel and of toxemia. 


An interesting study of all cases of acute in- 
tussusception in children admitted to Guy’s Hos- 
pital between the years 1904 and 1927, has 
been made by Close’*. His studies do not bear 
out the general impression that the onset of in- 
‘ tussusception is frequently due to gross errors 
in diet: in 42 out of 61 cases where the details 
of feeding were known, the child was breastfed. 
The death rate during the first 9 vears of the 
period studied was 40%; during the seeond 9 
vears, only 20¢%. The author attributes this de- 
crease partly to the fact that during the second 
§ years there was a change in the anesthetic 
used from chloroform to ether; and partly to 
the fact that patients are apparently being 


brought earlier to operation,—although he has 
no accurate data on this point. 

That a shock-like condition may follow pro- 
longed or rough and excessive handling of the 
intestines has long been known. Blalock’, con- 
tinuing a long series of articles on traumatic 
shock, concludes that shock caused by maniptla- 
tion of the intestines is due to the loss of 
fluids ‘‘from and into the traumatized area’’. 


Tur AppeNpIx. A number of reports dealing 
with the always important subject of acute ap- 
pendicitis have appeared during the past year. 
One of the more important is a study by J. O. 
Bower, based on the records of 5121 cases 
treated in 27 Philadelphia hospitals in 1913- 
1923. The author states that during this ten- 
year period the mortality from acute appendi- 
citis was 22.3% in the United States, 18% in 
Philadelphia. He outlines a plan for educating 
the general public in the dangers of appen- 
dicitis, the importance of prompt surgical atten- 
tion and the danger of giving laxatives in the 
presence of abdominal pain. While such educa- 
tion is important, in the opinion of the reviewer, 
a large part of the appalling mortality rate 
for acute appendicitis over the country must 
rest squarely upon the shoulders of the men who 
are operating on these patients. It is interesting 
that Bower found that the mortality rate in 
this disease decreased with the experience of the 
surgeon. 

Bower’s analysis showed that the only symp- 
tom always present in appendicitis was pain. 
Tenderness was present in about 90% of the 
cases; leucocytosis in about 80%. 

In discussing the mortality in appendicitis, 
Wilkie!’ distinguishes two types of acute in- 
flammation of the appendix: one, acute inflam- 
mation primarily involving the wall of the ap- 
pendix; the other, acute obstruction of the 
lumen of the appendix. This last type is rapidly 
fatal, because, due to the distention, gangrene 
develops early. Wilkie considers that 90% of 
the mortality occurs in this group. 


Tue Larce Intestine. The general principles 
of treatment of carcinoma of the colon and the 
rectum are discussed in a reeent article by 
D. F. Jones'®. The author points out in a strik- 
ing manner that these cases are at the present 
time being neglected: about 1,200 patients with 
this disease die each year in Massachusetts; and 
since probably not more than 150 radical opera- 
tions are performed each year, only about 10% 
of these patients have been given a chance of 
eure. Jones believes that if there were a gen- 
eral interest in this subject, the 10% could be 
raised to 75%. He points out that the usual 
list of symptoms given in the textbooks is not 
sufficiently clear to be of great value to the 
average physician: the old textbook symptom of 
‘‘ribbon”’ stools is of no value; constipation as a 
symptom is easily masked by the patient’s use 
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of mineral oils; and bleeding from the rectum 
is frequently attributed to diverticulitis of the 
colon, whereas, as a matter of fact, it is a rare 
symptom of that disease. If it could be taught 
that ‘‘any change in bowel habit or sensation, 
or bleeding from the rectum, is suggestive of 
malignant disease of the colon or rectum, it 
would not be necessary to burden students and 
physicians any further.’’ The author emphasizes 
the fact that x-ray examination is uncertain or 
actually misleading in the diagnosis of carci- 
noma of the rectum; whereas digital or sigmoid- 
oscopie examination should lead to an accurate 
diagnosis in 100% of cases. In doubtful cases 
where carcinoma of the colon is suspected, ex- 
ploratory operation should be urged. 

In regard to the operative procedures, Jones 
believes that the more extensive operations in- 
cluding removal of the area of lymphatic drain- 
age, should be undertaken if possible that 
the inexperience of the surgeon and the poor 
condition of the patient are the only valid rea- 
sons for lesser operations. He stresses the fun- 
damental principle of preventing intraintestinal 
tension where resections of the colon are carried 
out; this is accomplished either by a colostomy 
or by a ceecostomy. The importance and advan- 
tages of cecostomies preliminary to resections of 
the cecum and colon are also brought out by Al- 
len O. Whipple". 

Lahey'® has recently brought out a new tech- 
nique for a two-stage abdominoperineal removal 
of carcinoma of the rectum. Essentially this con- 


_ sists in dividing the bowel above the growth 


and drawing out the proximal end as a perma- 
nent colostomy, the distal end also being brought 
out onto the abdominal wall. The distal seg- 
ment of bowel, which includes the rectum is 
irrigated daily to rid it of fecal and infected 
material. After a number of days, when the 
colostomy is working well and the patient’s gen- 
eral condition is satisfactory, the second stage 
is undertaken. A clean field is obtained by seal- 
ing off the colostomy with a collodion dressing 
and suturing the end of the lower segment of 
bowel which was brought out through the origi- 
nal wound; the stump is painted with iodine ; the 
abdomen is now opened and the usual dissection 
carried out. freeing the upper rectum with its 
lymphatics; the patient is then turned on the 
side and the rectum removed through the peri- 
neum in the usual manner. The advantages 
claimed for this method are that the steps are 
better divided, the greater part of the oneration 
being carried out when the patient is in the 
best state of preparation; that the second stage 
involves the removal of a clean, empty rectum; 
and that the necessity of implanting devitalized 
bowel in the pelvis is overcome. 


Rankin'® has also recently reported his tech- 
nique for a two-stage operation for carcinoma 


of the rectum; the article is profusely illustrated 
to show the different steps in the technique. 

A symposium on surgery of the colon -is 
presented in the Annals of Surgery”, such well- 
known men in this field of surgery as William 
Mayo, F. W. Rankin, David Cheever and others 
taking part. 

The question of total colectomy, its indica- 
tions and technique, is discussed by Rankin”. 
Polypoidosis is named as a first indication for 
this operation,—it is well-known how readily 
this type of lesion undergoes malignant degen- 
eration ;—certain extreme cases of ulcerative 
colitis form a second indication. The author’s 
technique is described and beautifully illus- 
trated. 

Cheever™ discusses the choice of operation in 
carcinoma of the colon, pointing out that it is 
undesirable and impossible to have any rigid 
system for treating this disease ; but recommend- 
ing in general the following plan. In a lesion of 
the right colon from the ileocecal valve to a 
point beyond the hepatic flexure, the entire right 
colon should be removed and a suture anasto- 
mosis made between the end of the ileum and 
the side of the colon. In carcinomas of the 
transverse colon, a cecostomy should first be 
made, and at a second-stage operation the growth 
resected and an end-to-end anastomosis carried 
out. In lesions of the distal colon, colostomy 
should first be made in the transverse colon; 
at the second-stage operation the lesion should 
be resected and an anastomosis performed. If 
the carcinoma is situated far distant in the sig- 
moid, anastomosis may be impossible and various 
procedures may be substituted. 

Diverticulitis and sigmoiditis are discussed by 
Eggers”? in an article illustrated with numer- 
ous x-ray photographs. In his cases, surgery was 
used only in the presence of definite indica- 
tions,—recurrent attacks, abscess formation, 
acute perforation, obstruction, or under the sus- 
picion that one might be dealing with a carei- 
noma. <A wide variety of operative procedures 
was employed. 

The treatment of megacolon by sympathectomy 
is discussed by Robertson**, who reports several 
eases in which a left lumbar sympathectomy was 
carried out with marked improvement. 


PERITONEUM. Considerable interest has been ex- 
pressed in the current literature as to the pre- 
vention and treatment of peritonitis. A very 
good introduction to this subject is contained 
in an article by Meleney et al**, presenting a 
correlation of the bacteriology and clinical course 
in 106 cases of peritonitis. This is a thoughtful 
article, too long to be reviewed in detail. The 
authors made the interesting finding that perit- 
onitis is usually a polymicrobie disease; more 
than one species were found in all but 11 of the 
71 cases in which an organism was grown from 
the peritoneal fluid. 
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Rankin and Bargen”’ have continued their 
work on the vaccination against peritonitis in 
surgery of the colon, and feel that intraperit- 
oneal injection of vaccine is of great importance 
in preventing postoperative peritonitis. 

Contributions to the experimental work on in- 
jection of amniotic fluid into the peritoneal cav- 
ity have been made by Trusler**, who concludes 
that this fluid not only minimizes postoperative 
adhesions but also acts as a prophylaxis against 
peritonitis. 

Clute?’ writes an article on the much dis- 
puted point of the value of enterostomy in perit- 
onitis, and advocates a high jejunostomy in 
the belief that drainage of the intestine is often 
a deciding factor in the patient’s recovery. 


A very interesting and instructive article, 
profusely illustrated, is written by Westerborn** 
of Upsala, Sweden, on the diagnosis of localized 
or diffuse peritonitis by means of x-ray examina- 
tion of the abdomen. He has found this method 
particularly useful in confirming doubtful clin- 
ical diagnoses in small children and as a means 
of discovering postoperative intraperitoneal ab- 
scesses. 


Esopnacus. A single-stage operation for pulsion 
diverticulum of the esophagus is discussed by 
Babeock and Chevalier Jackson*®. The operation 
is carried out through a short transverse incision 
in the neck. The chief contribution of these 
authors to the technique is the use of the eso- 
phagoseope, which is used to clean out débris 
from the sae and at the same time throws a light 
which helps in the detection and dissection of 
the sac. In connection with this subject Lahey’s 
report®® based upon operative experience in 21 
eases should be consulted; his results are ex- 
tremely good. 


ABDOMINAL Patn. The general subject of abdom- 
inal pain is always of interest to clinicians. 
Alvarez*! gives a very comprehensive article on 
this subject, the paths over which the pain 
travels and the ways in which it may be blocked. 
The article is too long to review here; but offers 
a stimulating discussion of the subject. 


X-Ray. The progress in the roentgenologic ex- 
amination of the alimentary canal is discussed 
in an editorial in the American Journal of 
Roentgenology and Radium Therapy by Kirk- 
lin®?, who ealls attention to the trend in 
Europe toward the use of opaque media in 
‘amounts just sufficient to coat the mucosa. A 
monograph on this subject has been written by 
Bere**, who has found the method particularly 
useful in bringing out gastric lesions which 
might otherwise have been overlooked. Among 
other workers in this field are Forsell and 
Fischer. The diagnosis of a polypoid lesion of 
the large intestine by this method is discussed 
by Weber**. He has found useful in certain 
cases the ‘‘combined method’’ of Fischer, which 
consists essentially in the use of an opaque 


enema, followed by an injection of air; the 
enema may or may not be expelled first. This 
method has proved useful in demonstrating 
certain lesions which would otherwise have been 
obscured by overlying loops filled with dense 
opaque material. 
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CASE 18431 


SIXTEEN YEARS’ DYSPNEA AND SEVEN 
YEARS’ POUNDING OF THE HEART 


MepicaL DEPARTMENT 


A Canadian sixty-eight years old, formerly a 
fisherman, was brought to the Emergency Ward 
at three o’clock in the morning because he had 
tried to commit suicide by cutting his throat. 
A superficial incision was repaired. Two small 
arteries had been cut. There was moderate 
bleeding. 

For sixteen years he had had increasing pal- 
pitation and dyspnea on exertion. For seven 
years he had had severe pounding of the heart 
with and without exertion, now occurring three 
or four times a day and lasting half an hour. 
For the same period he had had cough with 
sputum, both increasing in the past two months. 
The sputum frequently contained lumps of 
bright red blood. For two years he had been 
unable to work. Associated with the pounding 


. for the past year he had had dull localized pain 


along both costal margins. For the past two 
months his appetite had been failing and he 
had had nausea and vomiting after meals per- 
haps a dozen times, several times with bright 
red blood in the vomitus. For seven weeks he 


’ had had edema of the ankles, urination three 


or four times at night, frequent hematuria and 
some trouble in starting the stream. He had 
grown increasingly weak. 

He had always had excellent health except 
for the present illness. Thirty or forty years 
before admission he had a penile sore, treated 
only by cauterization. He also had gonorrhea 
years before entry. He had formerly been a 
habitual drinker. 

His mother died of consumption, his wife 
and a number of brothers and sisters of pos- 
sible consumption. 

Physical examination showed a very poorly 
nourished old man lying propped up in bed, 
pale, with rather cyanotic lips. The apex im- 
pulse of the heart was marked in the sixth 
space. The left border of dullness was in the 
anterior axillary line. The right border was 4 
centimeters to the right of midsternum. The 
supracardiac dullness was 7 to 8 centimeters. A 
systolic thrill was felt over both carotids, which 
showed marked pulsation. The right formed a 


walnut sized tumor above the clavicle. The 
rhythm was irregular and markedly slowed when 
the neck vessels were manipulated. Otherwise 
it was fairly regular. At the apex there was a 
blowing systolic murmur, Over the base was 
a two and fro murmur best heard just above 
the aortic area. The early diastolic murmur 
was heard faintly over the entire precordium. 
An electrocardiogram showed auricular prema- 
ture beats, rate 65, slight left axis deviation, 
diphasic T,; and T»s, slurred QRS waves. The 
artery walls were markedly thickened. There 
was capillary pulse in the lips and fingernails. 
Pistol shot was heard in the groin. The blood 
pressure was 225/0 at admission, the following 
day 190/60 right, 195/65 left. The pulses were 
equal and synchronous. There were signs of a 
moderate amount of fluid at the right base. The 
liver edge was 5 to 6 fingerbreadths below the 
costal margin with a sharp slightly tender edge. 
There was a penile scar. Rectal examination 
showed a ring of external hemorrhoids. The 
pupils reacted hardly at all to light but quite 
well to accommodation. The reflexes were nor- 
mal. (Romberg was not attempted.) Fundus 
examination showed the dise margins blurred, 
the arterioles sclerotic and pulsating, several 
small areas of exudate and degeneration in each 
fundus. 

The urine was not remarkable. Blood ex- 
amination showed 2.9 to 4.04 million reds, hemo- 
globin 60 per cent at three examinations, 9,000 
to 12,000 white cells, 81 per cent polynuclears. 
The smear showed some achromia and variation 
in size and shape. A Hinton test was moderate- 
ly positive, a Wassermann weakly positive. 
Three stool examinations showed increasingly 
strongly positive guaiac tests. A lumbar punc- 
ture gave 15 cubic centimeters of clear colorless 
fluid, initial pressure 70. The dynamics were 
not done. The fluid showed 5 white blood cells, 
alcohol and globulin tests faintly positive, total 
protein 30, colloidal gold 0001100000. Wasser- 
mann tests at the hospital and the State Lab- 
oratory were negative. 

The temperature was 98.6° to 100.7°, the 
pulse normal except for a terminal rise to 120, 
the respiration 13 (morphia) to 33. 

X-ray examination showed gross enlargement 
of the heart downward and to the left in the 
region of the left ventricle. The supracardiac 
shadow was also increased, giving the heart 
shadow the shape of a boot. The appearance 
of the heart was modified by marked deformity 
of the spine and pathology at the right base. In 
the right oblique view the shadow of the aorta 
was wider than normal. In the left oblique 
view the entire arch of the aorta appeared en- 
larged, suggesting fusiform dilatation. The up- 
per half of the right lung field showed decreased 
aeration. The lower half presented a dense 
homogeneous shadow which obliterated the dia- 
phragm, the costophrenic angle and the right 
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border of the heart and extended upward to- 
wards the axillary line, suggesting fluid. There 
was thickening of the right interlobar septum. 
The interspaces on the right were definitely nar- 
rowed. This could be explained by the deform- 
ity of the spine. Gastro-intestinal examination 
showed no evidence of organic disease of the 
esophagus, stomach or duodenum. The dorsal 
spine showed marked anterior bowing with ex- 
tensive proliferative changes about the margins 
of the bodies of the vertebrae. 

On the second day it was noted that there 
seemed to be marked dilatation and pulsation 
of what were thought to be the innominate ar- 
tery and the left subclavian artery. There 
was a systolie thrill plus systolic and diastolic 
bruits over each. Pressure over the mass in the 
suprasternal noteh particularly caused slowing 
and some irregularity of the heart. 

The patient had nocturnal attacks of severe 
sharp midepigastrie pain radiating to his back, 
relieved at first by assuming the knee-chest po- 
sition and by morphia, but later unrelieved by 
morphia, nitroglycerin or any position. On the 
ninth night, after being given one ounce of 
paraldehyde by rectum, he fell asleep. The next 
morning he was aroused with difficulty, vomited 
some dark material and died in a few minutes. 


CLINICAL Discussion 
BY DR. RICHARD C. CABOT 


Of course, as you know, when a person tries 
to cut his throat what he ordinarily does is to 
cut the jugular vein. That does not usually do 
any great harm. He does not succeed in getting 
down to the carotid. It takes a pretty deter- 
mined man to do that. It is one of the most 
disagreeable ways of committing suicide, and I 
think it is remarkable that in these enlightened 
days any one should choose such a disagreeable 
one. 

We should like to know who said he had 
hematuria, whether the patient or his doctor. 
Unless the blood is bright and obvious I think 
there are very few patients who are capable 
of being sure of that. We should like to know 
just how that observation was recorded. 

We do not get any idea of what led him to 
the suicide, whether his state of health, his 
economie condition, or something other than 


. either of those. 


‘‘His mother died of consumption, his wife 
and a number of brothers and sisters of possible 
consumption.’’ What further fact do we need 
to know before we can tell anything about these 
two lines? Was he exposed? As it stands the 
statement has no value whatever. It might be 
of very great importance and might be of no 
importance at all, depending on whether or not 
he was exposed. We do not know and we have 
to take our chances on that. I should think from 


the description of the present illness that it is 
not likely that he caught anything from the 
others if he was exposed. 

What have we in mind as the outstanding 
diagnosis so far? Naturally with the dyspnea 
and the pounding of the heart we think of the 
usual form of heart disease at this age, hyper- 
tensive heart disease. No one has a right to make 
that diagnosis. Every one has a right to bear 
it in mind as so far the leading possibility. 


NOTES ON THE PHYSICAL EXAMINATION 


Unless the heart is pushed over by effusion 
on the right, we know that he has a big heart, 
which goes perfeetly well with the snap diag- 
nosis that we bave made. 

I do not think the thrill has any special sig- 
nificanee. A thrill at that point, unless trans- 
mitted from somewhere else, does not tell us any- 
thing. 

The tumor makes us wonder about the pos- 
sibility of an arteriovenous aneurysm, although 
that does not seem possible without something 
more in the way of vessels on the surface. It is 
conceivably a cervical rib with an artery hooked 
up over it as we occasionally see it. I do not 
know what this tumor is so far. 

The ‘‘blowing systolie murmur’’ is presum- 
ably in the second right interspace. An early 
diastolic murmur means ordinarily aortic regur- 
gitation, late or mid-diastolic meaning the mitral 
form. 

I should say the slurring of the QRS waves 
is much the most important item in the electro- 
eardiograph as showing unsatisfactory ventricu- 
lar action. 

The capillary pulse is strong evidence of aortic 
regurgitation if we can rule out, as we probably 
can, hyperthyroidism. 

All three records of blood pressure show very 
marked pulse pressures as well as high systolic 
pressures, backing up the suggestion of the mur- 
mur and the capillary pulse that we are dealing 
with an aortic regurgitation. The chief ques- 
tion now is, what is its cause? Is it of the rheu- 
matic or of the syphilitic type, the third type, 
the calcified (subacute bacterial?) being rare? 

The examination of the pupils, with the aortic 
lesion, of course makes us think of syphilis, es- 
pecially as he has had a penile lesion and has 
a penile scar. 

He had a knee jerk and presumably an ankle 
jerk. The suggestion of the pupils, that he may 
have a cerebrospinal syphilis, is therefore not 
backed up by the reflexes. 

The fundus examination gives us what we 
should expect with a chronic hypertension. 

The red blood count is apparently going up. 
One wonders whether there was a change in the 
peripheral circulation with more congestion at 
one time than another. The change is surpris- 
ing in a case that was only here a couple of 
days. Such a change is improbable. The dif- 


of 
| 
tw 
iva 
4 
: 


Volume 207 
Number 17 


CABOT CASE RECORDS 749 


ference is probably due to the conditions under 
which the blood was taken. ‘‘Hemoglobin 60 
per cent at three examinations.’’ That is a 
strange remark. It would be extraordinary to 
have the same hemoglobin with a red count of 
two million and with another red count of four 
million. It is not likely. 

The Hinton and Wassermann tests support, 
though not very vigorously, the suggestion of 
the three other signs mentioned, syphilitic aorti- 
tis. 

I have no idea whether there is anything in 
the case so far to suggest why there should be 
a positive guaiae in the stools. We can say, of 
course, that he is coughing up blood and some 
of it gets into the stools. We have to look far- 
ther to see what that can be. We are told that 
he has a ring of external hemorrhoids. If they 
bleed at all, that is another possibility. 

Lumbar puncture was done on the sugges- 
tion of syphilis. Five white blood e¢ells is nor- 
mal, no inerease. The colloidal gold count is in 
no way characteristic of anything. The Was- 
sermann test on the spinal fluid was negative. 
So for cerebrospinal lues on the whole I think 
we have not sufficient evidence. We have the 
pupils and nothing else, and that is not enough. 

Dr. AuBREY O. Hampton: I think the de- 
scription given here is quite complete. Perhaps 
the boot shape is not so clear as it would be if 
there were not so much dullness at the right base. 
We do not see the right auricle because of it. 
But this part of the heart is somewhat boot 
shaped. 

Here the trachea may be seen displaced to the 
left, just as though a tennis ball had been shoved 
against it, showing that the arch is probably 
dilated. We did not get so much evidence of 
dilatation of the ascending portion as we should 
like to get in a heart of this shape. We also 
had evidence of extensive calcification in the 
aorta. 

Dr. Casor: Something has shifted the trachea 
over, but that does not show. 

Dr. Hampton: We ean measure the aortic 
arch from the trachea to its left border and say 
that it is definitely enlarged. The left border 
of the ascending aorta is visualized more clearly 
than usual in the anteroposterior view, and in 
the oblique view the ascending aorta is promi- 
nent posteriorly; so that the patient probably 
had dilatation of the root of the ascending and 
arch portions of the aorta. 

The second plate was taken to show the trachea 
better, but it did not show it quite so well. I 
do not think we showed the vertebrae well 
enough to be sure about erosion due to dilated 
aorta. There is marked kyphosis with hyper- 
trophic changes in the dorsal vertebrae. 

In this oblique view we can follow the descend- 
ing aorta upward to the beginning of the arch, 
where it suddenly becomes larger. This is the 


and bouncing up like that. But we cannot see 
the anterior border. 

Dr. Cazsor: As to the spine? 

Dr. Hampton: We cannot be sure of that. 
Dr. Cazsot: There is no question, is there, 
that the trachea is displaced ? 

Dr. Hampton: No; I do not think there is 
any question about that’s being a dilated arch, 
either. 

Dr. Casor: Of course what we are all won- 
dering about is the question of aneurysm. I 
do not see what else but an aneurysm, with this 
history, could have displaced that trachea. The 
trachea is displaced by practically only two 
things, aneurysm and glands, unless it is pulled 
over by old pulmonary disease. There is no 
question about that except at the right base. 
What he has in his spine we shall postpone 
until we have read the case through. 

As I get it, then, the total evidence by radiog- 
raphy is displacement of the trachea with fluid 
at the right base. 

Dr. Hampton: And probable dilatation of 
the ascending portion of the aorta, although we 
have not demonstrated it clearly. 

Dr. Capot: ‘‘Marked dilatation of what 
were thought to be the innominate artery and 
the left subclavian artery.’’ I take it that is 
that tumor that we were told about in the be- 
ginning,—that is, the dilatation of another small 
artery palpable during life, as well as of the 
aorta behind the sternum. 

With the guaiac in the stools we have to think 
of a possible gastro-intestinal cause of his mid- 
epigastric pain. On the other hand, this is just 
the sort of case that has such pain from cardiae 
causes aside from any gastro-intestinal lesion. 
That it was relieved by assuming the knee-chest 
position is of some significance, I think, as. if 
something fell away from something else then. 


DIFFERENTIAL DIAGNOSIS 


A man who, for reasons not brought out in 
this history, has attempted suicide, who is sixty- 
eight years old, who has been sick for sixteen 
years with what apparently is cardiac trouble, 
who may have been exposed to tuberculosis, but 
we do not know. His symptoms have been car- 
diae. 

Of the physical examination the essentials are 
the evidence of a big heart with a double mur- 
mur at the aortic valve, the diastolic being the 
outstanding one, there being no thrill in the 
second space, nothing to indicate stenosis, no 
change in the pulse characteristic of stenosis, 
and no absence of the aortic second sound. The 
evidence then is of regurgitation and not steno- 
sis at the aortic valve; ordinarily such regurgi- 
tation is the result of syphilis. The electrocar- 
diogram shows evidence of poor ventricular ac- 
tion, but nothing to my knowledge any more 
than that. 


arch dilatation, the descending aorta coming up 


The blood pressure shows a big pulse pressure 
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and a high systolic, as we get with any long- 
standing aortic regurgitation. 

The liver is enlarged. There is fluid at the 
right base. The fundus of the eyes shows 
arteriosclerotie degeneration. 

The blood shows some secondary anemia, which 
is more common with syphilis than with any 
other trouble that we have to consider. We 
have no evidence of nephritis, which is no proof 
that it is not there. Dr. Mallory may speak 
of the hypertensive type of kidney without our 
being able to find anything in the urine. 

The further evidence is the x-ray showing dis- 
placement of the trachea, enlargement of the 
aorta, perhaps in the ascending portion also. 
The gastro-intestinal examination was negative. 
The enlarged artery in the neck seems as if it 
were parallel to that which the x-ray showed. 

What do we say of his spine? I do not see 
how any one ean help suspecting that that is 
an old healed tuberculosis of the spine. With 
this family history, which is of course not in 
the least conclusive, I should suppose that this 
would be more likely to be that than anything 
else. 

Dr. Hampton: If these films belong to this 
patient, I think we could be perfectly certain 
that he-did not have tuberculosis by x-ray. 
There is nothing but kyphosis and hypertrophic 
arthritis so far as I can see. 

Dr. Casot: Therefore I think we may say 
it is more probable that he did not have it. Did 
we look at the spine, Dr. Mallory? 

Dr. Tracy B. Matuory: We looked at it and 
made a diagnosis, though we did not describe it 
in the record. 

Dr. Cazot: I will commit myself that it is 
not tuberculosis, and we shall see what is the 
truth later. 

In the gastro-intestinal tract, some blood and 
some pain; neither, it seems to me, in the pres- 
ence of a negative x-ray, ought to have any spe- 
cial weight with us. Might he have a cirrhosis, 
a syphilitic cirrhosis of the liver? It is perfect- 
ly eoneceivable, but there is no evidence of it, 
no ascites, and no evidence by dilated veins. 
There was bright red blood in the vomitus. The 
quantity we do not knew. He is said to have 
been alcoholic. That might be the source of it. 


‘It is also conceivable that he has a cirrhotic 


liver of the syphilitic type. I do not know how 
to decide between those two. I should say the 
chances were against the cirrhosis, but we have 
not enough evidence to make any distinct, ra- 
tional decision. 

I said the spine was relatively unimportant. 

I think the cause of death was in his heart, 
possibly heart and kidney, a big heart with 
aortic regurgitation and pretty good evidence 
of syphilis,—I think syphilitic aortitis. Not 
every dilatation of the aorta is evidence of 
syphilis. Diffuse dilatation is very common evi- 
dence of arteriosclerosis. Maybe that is all he 


has, but if so it is the first time I have ever 
known the trachea to be displaced by arterio- 
sclerotic dilatation. I am going to say, there- 
fore, that it is not arteriosclerotie but syphilitic 
displacement of the trachea, with aorti¢ regurgi- 
tation as part of that lesion, brought about by 
stretching of the base of the insertion of the 
valves without any lesion in the valves them- 
selves. I do not see any evidence of disease in 
the mitral valve. There will be dilatation and 
hypertrophy of the heart, a big cavity and a 
big wall and a big ventricle. There will be 
hydrothorax of the right base, not an inflam- 
matory condition, I think. 


Syphilitie aortitis, then, plus its results, is the 
only thing I feel any certainty of here. There 
is a possibility that some disease has injured 
his liver and produced the vomiting of blood. 


A Strupent: How do you explain the fre- 
quent hematuria? 


Dr. Cazot: I do not know how to say any- 
thing about that. We did not observe it here. 
If a physician observed it of course we should 
be bound to take some further notice of it and 
try to explain it. As it is we have not evidence 
enough to say anything. 

A StupENT: Was there aortic stenosis there? 


Dr. Casor: I should say there is no evidence 
of aortic stenosis. The evidence is an aortic 
murmur accompanied by a systolic thrill, an ab- 
sent second sound and a plateau type of pulse. 
With no one of the four symptoms except the 
murmur, I do not think we are justified in say- 
ing aortic stenosis. 

A Srupent: How do you account for the 
to-and-fro murmur? 

Dr. Casot: We always get a to-and-fro mur- 
mur with a syphilitic aortitis. If you say, why 
is there a systolic murmur, there is the same 
dilatation of the arch which we can get. in 
arteriosclerosis also. We do not need to sup- 
pose aortic stenosis merely because we have a 
systolic murmur there. I should think not more 
than one in one hundred systolic murmurs at 
the second right was due to stenosis. We al- 
ways have to have the murmur backed up by 
other symptoms. 

A StupEent: How about the bright red blood 
in the sputum ? 

Dr. Cazot: I am going to call it passive con- 
gestion. 

A STUDENT: 
culosis. 

Dr. Casot: We have another cause for it; 
I should not therefore suppose another cause 
so long as we have one. 

A Stupent: Would that cause bright red 
blood ? 

Dr. Casot: Yes, as bright as any. 

Dr. Mauric—E FremMont-SmitH: Assuming 
that it came from esophageal varices, do you 
not think these are more likely to have resulted 


I thought it might be tuber- 
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' ehange of position. But on the whole this seems 
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from an aleoholie than from a syphilitic cirrho- 
sis ? 

Dr. Casot: I think the point is well taken. 
The fact that he is syphilitic does not prevent 
his being alcoholic. So it is conceivable that 
the syphilis is a factor. Most of us who believe 
that alcohol has something to do with cirrho- 
sis have to admit that not all alcoholics have 
cirrhosis, and that not all cirrhotics have an 
alcoholic history. The etiology of alcoholic cir- 
rhosis is aleohol plus x. Now it is perfectly 
conceivable that that factor might be syphilis. 
I think Dr. Fremont-Smith’s point, however, 
that this is more likely to be an alcoholic cir- 
rhosis than a syphilitic one, is well taken. Still, 
whether he has cirrhosis at all I am very un- 
certain. I think there is a fair chance of it but 


A Stupent: Could it not be a chronic pas- 
sive congestion cirrhosis that gave him the vom- 
iting of blood? 

Dr. Canot: Of course there is a congestion 
cirrhosis, but I do not think it ever leads to 
dilatation of the esophageal veins. I have never 
heard of that from the passive congestion type 
of cirrhosis. 

A Stupent: What about the knee-chest posi- 
tion? 

Dr. Casot: I do not know what to say. Of 
course the pain in the epigastrium might be due 
to the encroachment of the syphilitic lesion in 
the aorta on the coronary at its mouth. If it 
were due to aneurysm the pain would probably 
have been steadier than it has been, longer than 
he has had it, and more likely to be relieved by 


to me more likely to be non-aneurysmal pain 
than aneurysmal pain. I think he has an an- 
eurysm, but I do not think his pain is due to 
that. 

A Stupent: Would you expect fluid in the 
left chest ? 

Dr. Casot: No; on the evidence that you and 
I have, I should say it is right and not left. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Syphilitie heart disease. 
Aortie aneurysm. 
Cardiae failure. 
Laceration of the neck. 


DR. RICHARD C. CABOT’S DIAGNOSES 
Syphilitie aortitis. 
Aortie regurgitation. 
Aneurysm of the aorta and certain branches. 
Hypertrophy and dilatation of the heart. 


Hydrothorax. 
Possibly alcoholic cirrhosis of the liver. 


ANATOMIC DIAGNOSES 


Syphilitie heart disease. 
Cardiac hypertrophy. 


Aneurysm, syphilitic, of the right innominate 
and first portion of the right subclavian 
arteries. 

Endocarditis, aortic, slight. 

Subendocardial hemorrhage of the left ven- 
tricle. 

Narrowing of the left coronary artery. 

Arteriosclerosis, marked, aortic, coronary, 
renal. 

Degeneration of cerebral cortex, probably due 
to arteriosclerosis. 

Hydrothorax, right. 

Hydroperitoneum, slight. 

Pulmonary collapse, moderate, right. 

Pulmonary tuberculosis, healed, apical, right. 

Pulmonary congestion and edema. 

Pleuritis, chronic fibrous, right. 

Enteritis, acute, small intestine. 

Diverticula of the descending colon and sig- 
moid. 

Adenoma of the adrenal. 

Kyphosis. 


PatHoLtocic Discussion 


Dr. Tracy B. Maututory: We found a very 
much enlarged heart, 650 grams, with a some- 
what diffusely dilated and scarred aorta, and a 
definite aneurysm of the innominate artery ex- 
tending over to a portion of the right sub- 
elavian. The aortic valve was sufficiently in- 
volved so that we thought there must have been 
regurgitation. The mouth of the left coronary 
artery was very definitely narrowed, as it very 
frequently is in eases of luetie aortitis low 
enough to involve the ring. When the site of 
the luetic process is too far from the aortic 
ring to produce regurgitation, the coronaries 
are almost never involved, but when the aortic 
valve is involved in the process there is at least 
a fifty per cent chance that the coronaries will 
be also. As usual, in this case once we got be- 
yond the mouth the artery was perfectly good. 

The necropsy showed the expected chronic pas- 
sive congestion in the lungs, liver, spleen. The 
small intestine showed an acute enteritis, prob- 
ably of short duration, and I presume that was 
the cause of the positive guaiac in the stools. 
The spine apparently showed only a kyphosis 
and hypertrophic arthritis. We have no fur- 
ther description of it, but I think we can as- 
sume that it was carefully examined. 

We also did the brain and spinal cord and 
found foci of degeneration in the cerebral cor- 
tex, which, however, appeared to be arterio- 
sclerotic in origin, and nothing ‘in the spinal 
cord; so that we have no anatomic evidence, 
just as we had no serologie evidence of cerebro- 
spinal lues. One unusual feature of the case is 
the age of the patient. In the age at which 
symptoms appear and death takes place, luetic 
heart disease involving the aortic valve is sur- 
prisingly constant. It runs very close to fifty, 


Syphilitie aortitis with dilatation. 


and death at sixty-eight is most unusual. Also 


| | 
re? | 
nce 
tic 
ab- 
ise. 
the 
ay- 
the 
hy 
me 
in 
p- 
a 
re 
at 
4 
= 
| 
n- 
r- 


752 


CABOT CASE RECORDS 


N. E. J. of M, 
Oct. 27, 1932 


it is most unusual for a luetic case to run as 
long a history of partial'decompensation as this 
man has. His early history was very difficult 
to get. On one occasion he said that his chancre 
was forty years ago. The next man who ex- 
amined him said it was eighteen years ago. I 
do not know which is correct, but I think his 
age indicates that it may have been late in life. 

Dr. Casot: There is no nephritis and no tu- 
berculosis ? 

Dr. Matuory: No. 


CASE 18452 


AN ACUTE INFECTION WITH A MASS IN 
THE LEFT FLANK 


CHILDREN’s MepicaAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. Jouxn W. Maroney*: An eight months 
old white male infant was admitted to the Chil- 
dren’s Medical service at midnight with a chief 
complaint of fever. 

The patient was the only child. The parents 
were well. There was no familial disease or his- 
tory of disease contact. The delivery was nor- 
mal. The child was born at full term and was 
normal at birth. He was breast fed for the 
first two weeks, then because of failure to gain 
was put on a milk, water and dextrimaltose 
formula on which he did well. Cod liver oil 
and orange juice were given regularly. The 
baby sat up at six months, and at eight months 
had three teeth. He had a good appetite, his 
bowels had been regular and his disposition 
eo0d. No abnormal urinary symptoms had been 
noted. 

Two weeks before admission he became fussy, 
whined, and had a head cold. Two days later 
he began to vomit frequently after feeding. The 
vomiting was not projectile, and the vomitus 
never contained blood or bile. The vomiting 
continued and the baby grew listless and drowsy. 
Eight days before admission he developed a 
cough. The following day he began to twist 
about and ery as if in pain. He was hot and 
feverish. For the next few days the fever 
seemed to subside, but the child became weak 
and more listless. Two days before admission 
the fever was again marked. The day before 
admission he was again restless and his eyes be- 
came glassy. Throughout the present illness he 
- was constipated, but there was no frequency or 
urinary abnormality. 

The patient on admission was a pale, weak- 
looking baby, fretful and restless but in no 
acute pain. The skin was dehydrated, and was 
excoriated over the buttocks. The pupils re- 
acted to light. The ear drums were normal. 
The mouth was dry, the throat injected, and the 
tonsils large and red. The cervical glands were 


*Recently resident on the Children’s Medical service. 


not enlarged. The neck was slightly stiff. There 
was a suggestive Kernig on the left. The lungs 
were resonant throughout, and the _ breath 
sounds normal. The heart was not enlarged. No 
murmurs were heard. The pulse was rapid and 
of poor quality. The abdomen was distended and 
doughy. Following elimination of gas by rectal 
tube it became soft. The liver was not felt. 
The edge of the spleen was easily palpable. In 
the left flank a firm round mass about the size 
of a small orange was palpated deep in the ab- 


domen. It could also be felt by rectal examina- 
tion. The genitalia and the extremities were 
normal. The superficial and deep reflexes were 
normal. The temperature was 103°, the pulse 


180 and the respiration 30. The red blood count 
was 4 million, with 65 per cent hemoglobin. 
The white blood count was 31,000, with 80 per 
cent polymorphonuclears. The urine was tur- 
bid and yellow; the reaction was acid; there 
was a trace of albumin; the sediment of the 
uncentrifuged urine showed about 40 white 
blood eells per high power field, with some 
clumps; there were no red blood cells or casts. 
The stools were small, firm in consistency and 
otherwise normal. 


At nine o’clock in the morning following ad- 
mission the patient became cyanotie and his 
respiration shallow and irregular. Stimulants 
were given, and the baby was placed in an oxy- 
gen tent. His color improved and for a time he 
was able to take fluids by mouth without vomit- 
ing. At eleven p. m. he again became cyanotic 
and died. 


CuinicaL Discussion 


Dr. Harotp L. Hiacrns: The main diagnostic 
points were the presence of pus cells in the urine 
and the feeling of the mass in the left flank. 
This mass was quite large and seemed to be in 
the kidney region; we thought that it was the 
kidney. There was some question as to whether 
it was an infected kidney or whether there was 
an abscess about the kidney. Our impression 
was that it was pyelonephritis. 

There were rather interesting symptoms in 
this case. They started with fussiness; then he 
whined and had a head cold; then vomited, 
was drowsy, and seemed to have pain, though it 
could not be localized. He had fever, was rest- 
less and constipated and had a stiff neck, all of 
which are general symptoms of infection which 
could not be localized until an examination of 
the urine was made. 

Pyelitis or pyelonephritis in a child can easily 
be overlooked, that is, the symptoms may not 
point to it. The urine examination does. It 
is rather interesting that this is a male infant. 
Male children are much less likely to have kid- 
ney infections than female children; but the in- 
fection is usually more severe and the prognosis 
is much more serious. 
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. kidney infection rather than something intra- 


Dr. J. DELLINGER BARNEY: I saw this case 
in consultation with Dr. Higgins on the day of 
admission. The child was practically moribund 
at that time. I went over him carefully. On 
rectal examination I felt a soft indefinite mass 
in the left side of the pelvis, and this more or 
less corresponded to the mass which was felt 
on examination of the abdomen also on the left 
side. We all thought that the mass we could 
feel in the abdomen was the kidney distended 
with pus or enlarged by infection. It might 
also have been a perinephritic abscess. The 
mass felt by rectum we thought might be a very 
much distended ureter or it might even be an 
elongation of the other mass felt in the abdo- 
men. We thought it was probably not a peri- 
nephritie abscess for the reason that the urine 
contained pus, while in most perinephritie ab- 
scesses the urine is negative. We could not 
make a more definite diagnosis than to say that 
there was renal infection of a severe and exten- 
sive type. 

In view of the child’s very serious febrile 
condition it did not seem to me that any opera- 
tion could be done to save his life. All we 
could do was to give palliative treatment. 

I have not heard anything more until re- 
cently about the child, so I do not know what 
the findings at the autopsy were. We debated 
at the time what else he could have had in spite 
of the fact that there were 40 cells in the urine. 
That is not a tremendous number of leukocytes, 
although it would certainly indicate kidney in- 
fection. On that basis we thought that it was 


abdominal. 
CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Pyelonephritis. 
ANATOMIC DIAGNOSES 


Bilateral ureteral constriction, congenital. 
Bilateral hydroureter. 

Bilateral pyelonephritis. 

Pulmonary congestion and edema, slight. 
Bronchopneumonia, slight. 


PatHoLocic Discussion 


Dr. Tracy B. Mauiory: The autopsy on this 
child showed as was expected pyelonephritis 
which was bilateral, but much more marked on 
the left. The pair of kidneys together weighed 
135 grams. The normal weight for a child of 
this age is 60 or 70 grams. The left kidney was 
nearly twice as large as the right. It was filled 
with abscesses. 

The most interesting point of the autopsy 
turned out to be a congenital anomaly of the 
ureters. Both showed marked constriction be- 
fore they entered the bladder, with dilatation 
above the constricted points. I think that un- 


one has obstruction to circulating fluids in the 
body the liability to infection goes up by leaps 
and bounds. One almost never has long-stand- 
ing obstruction in the urinary or biliary tract 
or within certain limits in the blood stream 
without eventually developing infection. 

There are at least two other congenital abnor- 
malities which I think should be thought of in 
a case of this type of severe intractable pyel- 
itis occurring in quite a young child. One of 
them is limited to male children and consists of 
valve formation in the urethra in the region of 
the verumontanum. Normally there is a slight 
fold of mucous membrane, as there was here, 
forming the sinus pocularis. It is quite possible 
in a male infant for that fold to be so large 
and high that it acts as a serious obstruction 
to the outflow of urine. I have seen one such 
ease in which bilateral hydronephrosis and 
pyelonephritis resulted. More common are 
anomalies of the renal arteries leading to ob- 
struction at the outlet of the renal pelvis. We 
have had one ease in which there was a valve, 
presumably of congenital origin, in one of the 
ureters. That is much less common however. 

Another possibility would be spina bifida. 
There one would in all probability have incon- 
tinence or retention to lead towards the diag- 
nosis. 

Dr. Barney: In addition to what Dr. Mal- 
lory said in connection with the possibility of a 
congenital valve in the urethra, we must not for- 
get that diverticulum of the bladder, though un- 
common in women, is not so rare in men. There 
is still discussion as to whether diverticulum is 
a congenital affair or whether it is acquired. We 
generally see it perhaps in older adults with 
stricture of the urethra or obstructing prostate. 
We are led to suppose that diverticulum results 
from herniation of the bladder wall. On the 
other hand a good many eases point to a con- 
genital origin, and in proof that these are con- 
genital in origin many cases of diverticulum in 
children have been described. There may be 
one, sometimes two or three of large size. Those 
in themselves might produce urinary sepsis with 
a certain amount of residual urine which would 
cause back pressure on the kidney. These things 
are uncommon. It is many years since I have 
seen congenital constriction of both ureters. I 
do not know that we have ever had a case on 
our service in the hospital. In the Children’s 
Hospital it is more common, perhaps because 
they have more children to deal with. Con- 
genital stricture of one ureter is not so rare. 
There is one case I remember well, a boy of six- 
teen or eighteen, perhaps fourteen, who had 
real obstruction. Diverticulum of the bladder 
in a child I have seen but once, but reports 
make it appear that it is not such an uncommon 
affair after all. Some men think there are also 
aberrant vessels of the kidney which produce 


doubtedly was the basic condition. Whenever 


sepsis, which are bilateral, and are to be con- 
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sidered as a possible cause of infection of more 
or less severity. 

Dr. Higetns: Was there any bacteriologic re- 
port on the abscess of the kidney? 

Dr. Matiory: We grew bacillus coli from the 
ureters and kidneys. A -blood culture was 
sterile. 


Dr. Hiecins: Was there a distended pelvis 


or was the infection mainly in the body of the 
kidney ? 
Dr. Matuory: It was more in the kidney. 


Sections from the kidney show numerous ab- 
secesses which have a more or less radial dis- 
tribution working up from the pelvis and 
spreading out in fan-shaped fashion as we get 
to the cortex. In between there is a small 
amount of relatively normal kidney tissue, cer: 
tainly less than one third of the total. 

Cross section of the right ureter at the point 
of maximum constriction shows it to be ap- 
proximately one quarter of the normal diameter, 
The left one is nearly the same size. 
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SCARLET FEVER STREPTOCOCCUS 
ANTITOXIN. 


Every widely heralded discovery deserves, at 
some time after its first enthusiastic reception, 
at least one conservative and critical analysis 
of its true merit, and it is rarely that any such 
diagnostie or therapeutic novelty comes through 
the ordeal with its first bloom unimpaired. Sear- 
let fever streptococcus antitoxin has recently 
been put to the test, with results recorded in 
the United States Public Health Reports (46: 
3023, December 18, 1931) by M. V. Veldee, Sur- 
geon, United States Public Health Service, 
F. E. Stevenson, Assistant Professor and 
A. Graeme Mitchell, Professor of Pediatrics, Col- 
lege of Medicine, University of Cincinnati. 

As the authors state in their introduction, 
“‘the commercial producers of scarlet fever 
streptococcus antitoxin have now had several 
years in which to develop methods of produc- 
tion, and sufficient time has elapsed to permit 
a more mature observation of its therapeutic 
value. Therefore, it seemed that the time was 


opportune for a carefully controlled clinical 
study. The purpose of the present paper is to 
present a detailed statistical analysis of such a 
study which has been conducted by the authors 
in the Cincinnati General Hospital’’. 

Of 411 cases admitted to the contagious wards, 
196 were considered to be suitable for an un- 
biased study. Seventy-four ‘of these were in- 
cluded in antitoxin A group and 38 in anti- 
toxin B group, the remaining 84 comprising a 
control group. At the beginning of the study 
alternate cases were held as controls or given 
antitoxin A; later, when antitoxin B was added 
to the study, cases were added to the three 
groups in rotation. 

_ Cases were studied as to eruption, desquama- 
tion, temperature, and complications, especially 
otitis, nephritis, arthritis and adenitis. The re- 
sults seem to be distinctly in favor of the se- 
rum as indicated by the decrease in the dura- 
tion of the rash in the treated cases, by a change 
in the character and extent of the desquamation, 
and by a reduction in the number of complica- 
tions. It is the belief of these investigators, as 
it is of other clinicians, that early administra- 
tion of antitoxin and its rapid dissemination 
throughout the body of the patient are essential, 
as the toxin is elaborated very early in the dis- 
ease and effects its tissue damage without de- 
lay. 

The final paragraph merits a direct quota- 
tion. 

‘‘The probability of serum sickness must also 
be weighed in the use of scarlet fever antitoxin. 
However, the frequency of this complication 
cannot be attributed entirely to a peculiar prop- 
erty of an anti-streptococcic serum itself, since 
it was shown that previous sensitization to horse 
serum played an important role in its incidence. 
With the introduction of a more effective method 
of producing active immunity against diphtheria 
by the use of toxoid instead of toxin-antitoxin 
mixture, there will be a corresponding reduc- 
tion in the percentage of children sensitized to 
horse serum. There is also the fervent hope that 
ultimately an improved method of manufacture 
will become available so that the volume of the 
therapeutic dose of scarlet fever streptococcus 
antitoxin may be greatly reduced, which in it- 
self will minimize the probability of serum sick- 
ness.”’ 


DOES CHIROPRACTIC ASK FOR SPECIAL 
PRIVILEGE IN MASSACHUSETTS? 


Ir has been contended that chiropractic is not 
seeking special privilege in asking for a sep- 
arate board of registration with standards of 
qualification that are to apply only to those 
persons who seek to employ chiropractic as a 
means of relieving other persons of maladjust- 
ments of spinal vertebrae. 

Under the present Massachusetts law all who 
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practice the healing art on the bodies of other 
persons are regarded as practicing medicine, 
even if no drugs are employed, and they must 
be registered under a single standard to prac- 
tice legally. There are some exceptions, mag- 
netic healers, clairvoyants, Christian Scientists 
and those who use cosmopathic methods of heal- 
ing. Certainly these exceptions indicate special 
privilege, and if chiropractors were included in 
the exemption they also would be given special 
privilege. 

It is interesting to see what the courts have 
said. The well-known opinion of the Massachu- 
setts Supreme Court written by Rugg, C. J. 
(Commonwealth v. Zimmerman) may be quoted 
at a little greater length than sometimes is done. 

‘‘Although the defendant did not prescribe 
medicine, and testified that he paid no atten- 
tion to the patient’s description of symptoms 
or disease, yet it is obvious that his purpose 
was to treat the human body in order to make 
natural that which he found abnormal in the 
narrow field of his examination. The removal 
of pressure upon nerves is a means of relieving 
the ills flowing from that source. ‘Chiropractic’ 
is defined as ‘A system of healing that treats dis- 
ease by manipulation of the spinal column.’ 
(Webster's International Dictionary.) The de- 
fendant’s manipulation was of a most important 
part of the body and related to a nerve cen- 
ter. It might have been found that it could 
have no other aim than a prevention of disease 
or relief from existing disarrangement of body 
functions. That which the defendant did and 
its manifest purpose might have been found to 
be practicing medicine within the meaning of 
the statute. 

‘*Medicine relates to the prevention, cure and 
alleviation of disease, the repair of injury, or 
treatment of abnormal or unusual states of the 
body and their restoration to a healthful condi- 
tion. It includes a broad field. It is not con- 
fined to the administering of medicinal sub- 
stances or the use of surgical or other instru- 
ments. It comprehends ‘a knowledge not only 
of the functions of the organs of the human 
body, but also of the diseases to which these 
organs are subject, and of the laws of health 
and the modes of living which tend to avert or 
overcome disease, as well as of the specific meth- 
ods of treatment that are most effective in pro- 
moting cures’. (Knowlton, C. J., in Com. v. 
Jewell, 199 Mass. 558,560.) ‘In order to prae- 
tice medicine one need not cover the entire 
field of the science. If he devotes himself to a 
very restricted part of it, he still may be found 
to practice medicine. It is a matter of common 


knowledge that there has been great specializa- 
tion in that profession in recent years.’ ’’ 
There is an opinion of the Supreme Court of 
the United States that is less well known in 
Massachusetts but it complements the decision 
of the State Court. 


In the Missouri ease (Mis- 


souri ex rel. Hurwitz vs. North et al. 271-U. S.- 


A statute which places all physicians in a single 
class and prescribes a uniform standard of pro- 
fessional attainment and conduct, as a condi- 
tion of the practice of their profession, and a 
reasonable procedure applicable to them as a 
class to insure conformity to that standard, does 
not deny the equal protection of the laws with- 
in the meaning of the 14th Amendment.’’ 

If, then, the present statute in Massachusetts 
does not deny the chiropractors the equal pro- 
tection of the laws within the meaning of the 
14th Amendment, what else can the proposed 
statute ask but unequal protection or special 
privilege? Thus common sense is supported by 
the courts. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named 
authors : 


Laney, Frank H. M.D. Harvard University 
Medical School 1904. F.A.C.S. Director, Lahey 
Clinic. Surgeon to New England Baptist Hos- 
pital and New England Deaconess Hospital. 
His subject is ‘‘Some Remarks on Medical 
Economies.’’ Page 725. Address: 605 Com- 
monwealth Avenue, Boston. 


THENEBE, C. L. M.D. University of Pennsyl- 
vania 1918. Visiting Epidemiologist, Hartford 
Isolation Hospital. Visiting Pediatrist. St. 
Francis Hospital and Mt. Sinai Hospital, Hart- 
ford. His subject is ‘‘ Acute Non-Diphtheritie 
Laryngeal Obstruction.’’ Page 740. Address: 
68 Pratt Street, Hartford, Conn. 


McIver, Monroe A. A.B., M.D. Harvard Uni- 
versity Medical School 1917. F.A.C.S. Former- 
ly Assistant Visiting Surgeon, Massachusetts 
General Hospital. Assistant Professor of Sur- 
gery, Harvard Medical School. Now Surgeon- 
in-Chief, Mary Imogene Bassett Hospital. As- 
sociate in Surgery, Albany Medical College. His 
subject is ‘‘ Review of Gastro-Intestinal Surgery 
in 1931.’’ Page 743. Address: Bassett Hospi- 
tal, Cooperstown, New York. 


THE PRINCIPLES INVOLVED IN THE 
CHIROPRACTIC PETITION 


OF THE MASSACHUSETTS MeEpicaL Socrery 
8 The Fenway, Boston. 
Dear Doctor: 


The principles involved in the initiative peti- 
tion of the chiropractors, which will appear on 
the November ballot, may appeal to us aceord- 
ing to our respective viewpoints. 

Those having a sporting complex should un- 
derstand that the members of this medical cult 
have virtually challenged us to a contest to be 


decided by the general public. 


40) the opinion closes with this sentence ‘‘—— 
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Those having a sentimental nature should re- 
alize that our forefathers kept the medical pro- 
fession at a high plane and that we are now 
ealled upon to do likewise. 

Those interested in political problems should 
oppose the granting of special privileges to the 
members of this cult, as our form of government 
abhors class legislation. 

Those of a commercial form of mind should 
remember that 536 chiropractors were licensed 
in one year in the State of New Jersey, accord- 
ing to an editorial in the Boston Herald, issue 
of June 30, 1932. 

Those of the intellectual group should know 
that in 1924 the Commissioner of Education and 
the then Presidents of Harvard, Tufts, Boston 
University, Boston College, Massachusetts In- 
stitute of Technology, Massachusetts College of 
Pharmacy, Holy Cross, Amherst and Williams 
favored the present single standard and wrote 
letters to that effect. 

Those of high ideals should remember their 
patients with communicable diseases, also the 
sick, the injured and infirm and protect them 
from those unable to comply with the present 
law. 

May we not classify you in one or all of these 
groups and enlist your active codperation in op- 
posing the initiative petition? 

Sineerely yours, 

H. G. Stetson, Chairman, 

T. J. O'BRIEN, 

F. E. Jones, 

A. W. Marsa, 

SHIELDS WarREN, Secretary-Treasurer. 


BOSTON MEDICAL LIBRARY 


CARL vox LINNE (CAROLUS LINNAEUS) 
1707-1778 


MoperN medical education, based as it is upon 
science courses, owes much to Linnaeus. The 
part that botany played in preparation for 
medical practice in the eighteenth century is 
now largely forgotten, anatomy and chemistry 
having so far overshadowed it as a method to 
mental discipline preparatory to the study of 
physic. Reasons for this supersedence are not 
far to seek. The drugs which were emploved by 
physicians in the early days, before synthetic 
chemical preparations came to the front, were 
derived largely from plant life and therefore it 
was important that the medical student should 
at least be familiar with the sourees from which 
such remedies were derived. The methods of 
study called for in gaining a working knowl- 
edge of botanical classification and recognition 
of plant life in the field were such as afforded 
an admirable training for the physician in per- 
fecting his diagnostie ability. It is probable, 
however, that practical rather than pedagogical 


botany so long in the curriculum as they did. 
The medical student of today finds slight oppor- 
tunity, and less encouragement, to offer botani- 
eal credits for admission to his professional 
studies. The first medical school to be established 
in America, that at the College of Philadelphia, 
had a pupil of Linnaeus for its Professor of 
Botany and Materia Medica, viz.: Dr. Adam 
Kuhn, who retained the chair until the consoli- 
dation of the Philadelphia Schools in 1789 after 
which for six years he was Professor of Theory 
and Practice in the University of Pennsylvania. 
David Hosack, one of the prominent practition- 
ers in New York City, and Cadwallader Colden, 
a Lieutenant Governor of the colony, as well as 
one of its medical directors, were keen students 
of botany and the former established a botani- 
eal garden which he bequeathed to the city upon 
his death. Colden and Linnaeus frequently ex- 
changed specimens and were in correspondence 
with one another in regard to the species and 
genera of plants in the Colonies. In Boston Dr. 
Lloyd, to whom many of the early practitioners 
in the Massachusetts Bay Colony were appren- 
ticed, had a botanical collection of much re- 
nown, and frequent reference is to be found in 
the writings of colonial physicians to the exist- 
ence of botanical collections evidently gathered 
as a part of their medical training and perhaps 
for therapeutic purposes as well. The same thing 
is to be noted among English practitioners of 
this same period. 

Boerhaave, in Leyden, during his later years, 
devoted himself to the collection of medicinal 
and other plants and was noted for the com- 
pleteness of the varieties which he possessed. 
During the later years of Boerhaave’s life Lin- 
naeus visited Holland where he obtained his 
medical degree at Harderwick, in 1735. It was 
at this time that he came under the influence of 
the great clinician and received much help and 
stimulus in his botanical studies from Boer- 
haave. When the latter was so ill that visitors 
were denied, an exception was made one day 
and Linnaeus was permitted to visit him on what 
proved to be his deathbed, to bid him farewell. 
Stretching out his hand Boerhaave said, ‘‘I have 
lived my time out, and my days are at an end. 
I have done everything that was in my power. 
May God protect thee, with whom this duty re- 
mains. What the world required of me it has 
got, but from thee it expects much more. Fare- 
well, my dear Linnaeus!’’ It is quite apparent, 
therefore, what an important influence botanical 
studies had on the study of the healing art at a 
time when the world’s most famous botanist and 
its most renowned clinician were so intimate 
that such a seene as the above could be enacted, 
and when the basis of their friendship was the 
common interest of medicine and that of the 
science of botany. 

Carolus Linnaeus was born in 1707 and was, 
like many another noted physician, destined by 


values influenced the medical schools to keep 


his father for the Church. His tastes early indi- 
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cated a leaning toward natural history, and at 
one time his father was on the point of appren- 
ticing him to a tailor or a shoemaker. The inter- 
vention of a physician friend and the necessity 
imposed by his future father-in-law that he 
should procure a medical degree if he was to 
win the hand of his daughter, fortunately put 
him in the way of following his natural tenden- 
cies and he eventually entered the University at 
Lund, with the following questionable testimo- 
nial from his instructor ; ‘‘ Youth at school might 
be compared to shrubs in a garden which may 
disappoint the gardener, but if transplanted to 
different soil they may prosper,’’ a statement 
which in this ease received abundant confirma- 
tion. His proficiency in the natural sciences pro- 
cured for him a ‘‘docent’s’’ position upon his 
entrance to medical study at Upsala in 1729. 
There were only two professors in the School at 
that time and it was customary for students to 
work under the guidance of preceptors. Lin- 
naeus’ celebrity as a botanist soon aroused the 
spirit of envy among his associates and he was 
ousted from his docentship after a year of his 
ineumbeney and his friends advised his go- 
ing to Holland, where, as has been already 
stated, he took his degree at Harderwick. He 
remained three years in Holland after gradua- 
tion during which time he won so much distine- 
tion in the botanical field that he received allur- 
ing offers from Paris, Oxford and Holland but 
decided to return to Stockholm, which he did in 
1738. He was obliged to wait some time before 
practice began to come his way. His first pro- 
fessional success was in genitourinary diseases 
in which he always kept up an interest. He was 
given opportunity to enter the medical service 
of the Navy with its wide experience in the 
study of disease and the uses of drugs. He mar- 
ried in 1739 and though his practice rapidly in- 
creased, his interest in natural science, particu- 
larly botany, attracted him strongly and it was 
through the emphasis that he was able to place 
upon the value of the natural sciences in the 
preparation for medical work that Sweden took 
a high place among the countries of Europe as 
a center for scientific study. He received a call 
to Gottingen but declined it and in 1741 was ap- 
pointed Professor of Botany at Upsala in spite 
of considerable opposition, which, however, he 
overcame, and for the next 36 years spent the 
spring and summer months in botanical work, 
devoting the autumn and winter to medical lec- 
tures. Students were attracted from all over 
Europe and America and the numbers enrolled 
at the University increased from 500 to 1500. 
He struggled to establish medicine on a basis of 
observation as well as theory and was an early 
convert to the study of pathological anatomy, 
having succeeded early in his career in obtain- 
ing cfficial permission for postmortem examina- 
tions. His aim was to bring about a correlation 
of anatomical, physiological, botanical, chemical 
and mechanical truths and to this end he main- 


tained that hospitals and botanical gardens 
were a necessity. He did not confine his educa. 
tional work to the lecture rooms where he met 
the University students, but endeavored to 
popularize knowledge on health matters and 
arouse public interest in those science subjects 
that contributed to a knowledge of health and 
disease. His ideas with respect to the etiology 
of disease, its pathology and his whole philoso. 
phy respecting them seem crude to us and were 
tinged to a considerable extent with his thera- 
peutic beliefs. He aroused a very considerable 
professional and popular interest in dietetics 
and hygiene, though here also his ideas of the 
way in which the body was to be influenced by 
the suggestions he made were fantastic, to say 
the least; the advice itself was often sound 
enough. He somewhere ‘‘got a hunch’’, as we 
should say, that the exanthemata and certain 
other diseases that we now regard as infective 
in origin had their beginnings in the entrance 
into the body, through the skin or otherwise, of 
minute living animals. Among the diseases s0 
originated he included scabies, phthisis, dysen- 
tery, pertussis, smallpox, pest, leprosy, and 
malarial fevers. He frequently made mention of 
the contagious nature of consumption. He stud- 
ied a number of unusual diseases such as ergo- 
tism and a disease in reindeer caused by the 
sting of a gad-fly. His power of close observation 
and accurate description are well illustrated in 
these investigations. He learned much of value 
in prognosis from observation of the behavior 
of the pulse and he has recorded excellent stud- 
ies of aphasia and given a very clear description 
of hemicrania, a type of headache, from which 
he himself was a sufferer. So far as medicine is 
concerned his fame must rest largely upon the 
advance he made in directing attention to the 
scientific method. His specifie contributions to 
the science of botany have assured him pre- 
éminence for all time. 


MISCELLANY 


CANCER IN THE AGE GROUP OVER SIXTY 


The opinion which has been repeatedly expressed 
that cancer is increasing in the age group over 
sixty is largely due to the increasing excellence 
in public health measures thereby assuring a larger 
number of people attaining the advanced years of 
life. 

This apparent condition is confirmed by Dr. Madge 
Thurlow Macklin of the Medical School of the Uni- 
versity of Western Ontario, London, Canada, who 
has studied this subject, and points out that deaths 
are fewer from all causes now than ever before, 
but nevertheless cancer is increasing because, by 
preventive methods, as stated above, there has 


been created a larger population of aged people. It 
is comforting, however, to know that the increase 
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is not occurring in younger ages or attacking larger 
percentages of the younger population. 

Dr. Macklin summarizes her conclusions by say- 
ing that the warfare against preventable diseases 
will bring about an increase in ravages from cancer. 


AN HONOR TO AMERICAN SURGEONS 


During the exercises of the twenty-third confer- 
ence of the Italian Orthopedic Society in session 
October 17, 1932, at Bologna, Dr. Robert Bayley 
Osgood of Boston was made an Honorary Member. 

The same honor was also conferred on Dr. Royal 
Whitman of New York. 


THE APPOINTMENT OF DR. GILBERT HORRAX 


The Lahey Clinic reports the appointment of 
Dr. Gilbert Horrax to its permanent staff as neuro- 
logical surgeon. Previously Dr. Horrax was for sev- 
eral years associated with Dr. Harvey Cushing in 
neurosurgery at the Peter Bent Brigham Hospital. 


THE PRODUCTION OF VITAMIN A 


Reports from Cleveland recently are to the effect 
that the. concentrate of vitamin A is assured to 
the world at prices low enough for ordinary medi- 
cal practice. Heretofore, the vitamin was produced 
at a price equivalent to $11,000 a pound. By a new 
process, Dr. A. F. O. Germann and his assistant, 
Dr. Harold M. Barnett, both connected with a Cleve- 
land biochemistry laboratory, use the equivalent of 
a carload of vegetables, such as carrots, to produce 
an appreciable amount of the vitamin, so that it 


available to physicians in general practice. The 
primary form of vitamin A was isolated in 1926 and 
was given the name of carotene and later the chemi- 
cai formula C40H56. Secondary vitamin A, the form 
in which it exists after being converted by the liver 
for actual use in the body, never has been isolated. 
This will relieve practitioners of doubt as to an 
available form of vitamin A. 


DISSENSION AMONG ALIENISTS 


There is a very prevalent opinion that the use 
of expert testimony in court, especially of alienists, 
is often without value because of the tendency to 
disagree on conditions which may call for elucida- 
tion by the courts. 

Dr. William A. White, Superintendent of St. Eliza- 
beth’s Hospital for the Criminal Insane at Wash- 
ington, in an address before the American Psychi- 
atric Association affirmed that the technical terms 
used by experts lose their value because they are 
not understood by the jury. 

He further said, “Specialists get up on the wit- 
ness stand and usually contradict one another. They 
employ technical terms which are over the jurors’ 
heads. By the time they are finished the jury 
doesn’t know what they are talking about.” 

Dr. White urged that less attention be paid to 


the correction “of that quality in his make-up that 
causes him to do wrong’. He advocated a plan 
whereby psychiatrists rather than judges would de- 
termine sentences for criminals. 


A DIFFERENCE OF OPINION AS TO A MEDICAL 
CENTRE 


The Jersey City Medical Centre has been attacked 
by Dr. Berthold T. D. Schwarz, secretary of the 
Hudson County Medical Society, in an address be- 
fore the Jersey City Kiwanis Club. He feels that 
the concern of every taxpayer is the free hospitali- 
zation at a medical centre which he regards as the 
municipal octopus. Although in progress for a num- 
ber of years he feels that it is still one of the great- 
est drains on the taxpayers and that the medical 
profession was not consulted when plans for the 
centre were being drawn or when the money was 
sought. He says that there is a general feeling 
that the centre will not be used to its fullest ca- 
pacity for another ten years. 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC EDU- 
CATION OF THE MASSACHUSETTS MEDICAL 
SOCIETY FOR THE DEPARTMENT OF PUBLIC 
HEALTH 


New FInpIncs IN ORAL HyGIENE* 


BY PERCY R. HOWE, M.D. 

What is ordinarily meant by oral hygiene? Usual- 
ly it refers to keeping tooth surfaces free from de- 
posits of various kinds. It is also supposed to re- 
duce bacteria in the mouth. In practice, the oral 
hygienic measures are as a rule limited to tooth 
cleaning. 

What is expected to be the result of these ef- 
forts? The main hope has been to prevent decay 
of the teeth. This idea is based on the theory that 
decay is caused by the food particles in the cracks 
and fissures of the teeth. The removal of these 
particles by brushing would then check the carious 
process. But is this theory sound? Has experi- 
ence confirmed it? 

Certainly there is nothing new about brushing 
the teeth. It has been practiced for many years, 
and has had a fair trial, yet what are we to say 
when we note the present extent of tooth decay? 
Why is it that, in spite of the greatest hygienic 
care, your dentist requires you to visit him every 
three or six months except that he expects to find 
new cavities forming? 

Now I do not mean by this that we should lay 
aside our tooth brushes. Not at all. What I do 
mean is that we cannot rest all our hopes for the 
prevention of tooth decay on cleaning alone, Ex- 
perience has taught us that if the present theory 
of decay explains the process, it does so only in 
part. 

From statistics gathered as a part of the work 
of The White House Conference on Child Health 


*Broadcast: June 14, 1932. Time: 4:20 P.M. Station: WBZ— 
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and Protection it was found that decay of the teeth 
existed to an extent of about 95%. Considerable 
recent investigation has been made on the subject 
with the result that the older theories are being 
rapidly discarded or relegated to a secondary posi- 
tion. The process is now thought to be a more com- 
plicated one. It is no longer considered to be unique 
in body pathology, but rather one that applies to 
calcification as a whole. It is true that its expres- 
sion may be a bit unusual because of the location of 
the teeth, yet that tooth decay is often arrested is 
common knowledge among dentists. The arrest of 
decay occurs when the softened cavity bottom 
hardens and becomes floored over with a dense, 
polished calcific deposit. This occurs in keeping 
with the principles which apply to calcified tissues 
in general, and it has been brought about by 
dietary regulations. 

Along with tooth decay, deformities of the bones 
in which the teeth grow are very common and con- 
stitute one of the main reasons why we need to 
have so many teeth straightened. 

Now the teeth begin to form, and these bones 
begin to grow and develop at an early period in 
life. During this time their state is in the hands 
of medical practitioners. The questions of tooth re- 
pair and dental hygiene do not yet need to be 
considered, for the teeth may not yet be erupted. 


The interest of the medical profession has been 
enlisted, and we may confidently look forward to 
the development of strong hardy teeth with mayil- 
lary bones of sufficient size to give room for regu- 
lar tooth arrangement. 

The present idea among investigators is that tooth 
decay is a systemic symptom. It indicates that in- 
sufficient lime and phosphorus have been supplied 
to the body through the food, and further, that 
elements which promote proper absorption and 
fixation are lacking. From all of which we see 
that oral hygienic measures, desirable as they are, 
do not reach the fundamental causes which lie be- 
hind sound teeth. 

Oral hygiene plays a wholesome part in the 
treatment of pyorrhea by preventing tartar ac- 
cumulation on the tooth necks, and by stimulating 
the circulation in the congested gums. It does not, 
however, reach the deposits in the deep pockets of 
pyorrhea, nor can it prevent the bone absorption 
of the supporting tissues. It is generally agreed 
among investigators that pyorrhea is not a distinct 
disease, but a symptom of irregular mineral metab- 
olism. Whether we consider the constant pouring 
into the mouth of excreted lime salts, or the re- 
moval of lime and phosphorus from the bone in 
which the teeth lie, we have to believe that the 
fundamental cause is to be found in the abnormal 
use of mineral elements by the body. 

One other benefit expected of oral hygiene was 
the cutting down of the general percentage of some 
orders of infection. There have been a few figures 
given out by ardent advocates of this measure 
which have tended to show that this expectation has 


been met. It is to be remembered, however, that, 
in general, in diseases of the infectious type, the 
percentage of occurrence advances and recedes in 
waves. Further, so many complicating factors enter 
into these questions that a great deal more evidence 
is needed before we can feel assured that tooth clean- 
ing prevents communicable diseases. 

Undoubtedly, oral hygiene in its fullest sense 
should mean a state of oral health. Detergent 
measures are excellent, but they do not appear to 
reach the fundamental cause. Oral health depends 
on the codrdinate working of the laboratories of the 
body. Here are going on many elaborate processes 
about which we know all too little. We may, how- 
ever, be assured that a healthy mouth with strong 
resistant teeth is the natural accompaniment of a 
healthy body. One of the most practical measures 
in bringing about this most desirable condition lies 
in dietary regulation and this is especially to be de- 
sired in the earliest periods in life. 


CARBON MONOXIDE GAS 


Although the danger of carbon monoxide in the 
exhausts of automobiles has been quite generally 
recognized, the question has been raised by Dr. H. 
A. des Voeux, President of the British National 
Smoke Abatement Society, at Newcastle-on-Tyne, 
England, respecting the less definite evidences of 
poisoning from this gas due to the inhalation of di- 
luted mixtures. He emphasizes the possible im- 
portance of mild degrees of illness that are not 
accompanied by the spectacular effect of uncon- 
sciousness. He believes that the running of en- 
gines in garages and even the multiplicity of auto- 
mobiles on the streets may affect the condition of 
people who inhale the gas even though, as mentioned 
above, somewhat diluted and he raises the question 
whether some of the blood changes which are noted 
from time to time may not be caused by these fumes. 
It is perfectly evident that, since the gas is known 
to have definite importance as a cause of death, it is 
reasonable to suppose that even on streets, especially 
those through which many cars proceed, it may affect 
the people on foot because the air, up to the height 
of an ordinary person’s head, is believed to be im- 
pregnated, with a considerable proportion of carbon 
monoxide. It is believed by Dr. des Voeux that more 
attention should be given to the examination of the 
blood of those who may be exposed to the inhalation 
of this gas. 


THE GOITER CONFERENCE IN BERNE, 
SWITZERLAND 


In August, 1933, there will take place a Goiter 
Conference in Berne which will attract physicians 
from all over the world. Members of the American 
Association for the Study of Goiter at its last an- 
nual meeting agreed to designate as delegates at 
large all the members of the association who could 
attend the conference. 
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In addition it is expected that members from 
each of twelve geographic sections of the United 
States have been appointed and others from Can- 
ada are to be selected. The United States Army 
and Navy, the Public Health Service as well as 
leading goiter clinics of the United States and Can- 
ada have also been invited to send delegates. It 
has been decided to invite the conference to the 
United States for its third session in 1937. 


SPECIFIC PREVENTION AND TREATMENT 
OF SCARLET FEVER 


EXCERPTS FROM AN ARTICLE BY Dr. A. W. WILLIAMS 


Dr. A. W. Williams, Associate Director of the 
Health Department’s Bureau of Laboratories, New 
York City, who has devoted years of study and 
investigation to this subject, in discussing the use 
of serum and vaccine, said as follows: 

Soon after the work of Dochez and the Dicks, hopes 
were high that the specific treatment and prevention 
of scarlet fever had at last been attained. The 
work of recent years, however, indicates that the 
subject is more complex than at first it appeared. 

In order to help clarify our ideas of the present 
status of scarlet fever, the following statements may 
be made: 

DEFINITION OF SCARLET FEVER 

Uncomplicated Clinical Scarlet Fever is an acute 
infectious exanthematic condition characterized by 
perature, sore throat with punctate rash on head 
perature, sore throat with punctate rash on head 
and palate, marked redness of entire fauces and 
follicular tonsillitis followed within 24 hours by a 


‘finely punctate rash over the neck, chest and back, 


spreading over entire body, with “strawberry” 
tongue. The rash fades on pressure and has an 
average duration of 3 to 5 days. The fever lasts 
from 3 to 5 days, falling by lysis. Desquamation, 
which is considered one of the most typical clinical 
signs, usually begins about 3 to 10 days after the 
disappearance of the rash and is proportional in 
degree to the severity of the rash. 

From this picture there are many variations. It 
is accepted that scarlet fever may be present with- 
out showing rash, fever, sore throat or desquama- 
tion and that mild scarlet fever may be very difficult 
to recognize. No wonder the nature of the etiologic 
agent was so long undetermined. 


CAUSE OF CLINICAL SCARLET FEVER 


The cause of clinical scarlet fever is a poison 
produced by hemolytic streptococci and known as an 
exotoxin because it is found outside of the cocci in 
the media where they are growing. Any hemolytic 
streptococcus from many sources may produce this 
exotoxin in variable amounts. If a strain that pro- 


duces large enough amounts of this exotoxin gets 


a foothold in a susceptible person, “scarlet fever’ 
results. 


ENDOTOXIN THE CAUSE OF SECONDARY CONDITIONS 
Besides this exotoxin, hemolytic streptococci may 


produce in varying amounts another type of poison 
known as an endotoxin, because it seems to be 
bound up in the bodies of the cocci, only released 
in their disintegration. This is the toxin responsible 
for the invasive power of the cocci themselves— 
their power to produce infected glands, otitis media, 
mastoiditis, septicemia and so on — the so-called 
sequelae or septic secondary infections in scarlet 


fever. 


TYPES OF ANTISERUM 


Each of these poisons stimulates the production 
of only its own type of antiserum which neutralizes 
only its own type of poison. So if we give a potent 
antitoxic serum to a patient with uncomplicated 
scarlet fever, the case may quickly become well, 
but if the strain of hemolytic streptococci that 
caused the scarlet fever in that case was also a 
good endotoxin producer and the patient was sus- 
ceptible, though the patient’s rash might clear up 
after the administration of antitoxin, he would not 
necessarily be protected against the development of 
swollen glands, otitis media, mastoiditis, meningi- 
tis and so on. In order to help prevent or cure these 
complications, the serum must contain a potent anti- 
endotoxin (antibacterial substance) as well as an 
antiexotoxin (antitoxin). Furthermore, this anti- 
endotoxin must be of the same serologic type as 
that of the invading strain. We have therefore 
recommended what we call a dual serum—a serum 
containing both types of antibodies — antiexotoxin 
(antitoxin) and antiendotoxin (antibacterial), but, 
while the standardization of the potency of the anti- 
exotoxin has been worked out by many of us and 
a method has been accepted in the National Insti- 
tute of Public Health, nothing has yet been de- 
cided in regard to the standardization of the anti- 
endotoxic potency, and to a practical method of de- 
termining the serologic type of the invasive strain. 
This part of the subject seems still to be too com- 
plex and difficult to be handled in a practical way. 


SERUM TREATMENT 


In uncomplicated scarlet fever, then, our so-called 
“scarlet fever antitoxins” act satisfactorily in the 
great majority of cases. We do not use the serum 
in light cases with rectal temperature below 102° F. 
If the patient is very toxic the antitoxin should be 
given intravenously with suitable precautions. The 
usual dose is 5,000 units; if given intramuscularly 
the dose is 10,000 units. Usually one dose is suffi- 
cient. 


PREVENTION 


We do not use the antitoxic serum as a preven- 
tive measure in case of exposure to scarlet fever. 
We use instead the “scarlet fever vaccine’—the 
exotoxin of hemolytic streptococci suitably diluted. 
We recommend giving one dose of the vaccine in- 
tramuscularly into one arm and a Dick test in the 
other. If the Dick test proves to be positive, the 
doses of vaccine are continued. 

The immunity to scarlet fever vaccine develops 
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comparatively quickly in the great majority of cases, 
hence its use in the face of an exposure. This im- 
munity does not last so long as does the immunity 
following diphtheria vaccination. Doses of the vac- 
cine have been increased in strength with the hope 
of giving a more lasting immunity, but still the 
results are not so satisfactory as they are follow- 
ing diphtheria immunization. The doses we are 
giving now as a routine are about 500, 2,000, 6,000 
and 12,000 s.t.d. (skin test doses) at about a week’s 
interval. These may be followed by a fifth much 
larger dose. Such a series of injections will produce 
immunity in the great majority of children for at 
least one year and in many of them for a much 
longer time. Retests may be made after three 
weeks and should be made whenever there is a 
question of exposure. 

In dealing with the children receiving the immuniz- 
ing injections, we have found it useful to give them 
a laxative on the day of the injection and to apply 
wet dressings, usually using boric acid solution, to 
any children who show an inflammatory reaction in 
their arms. With the doses mentioned above, we 
have not had any general rashes develop, but the 
first and second doses sometimes cause a local in- 
flammatory reaction and sometimes vomiting and 
a rise of temperature. No injurious reactions have 
followed the use of this vaccine. — Weekly Bulletin 
City of New York, Department of Health. 


ELECTION OF DR. GRAVES 


At a recent meeting of the American Gynecologi- 
cal Society Dr. William P. Graves of Boston was 
elected to the council. 


CORRESPONDENCE 


ACTIONS RESPECTING THE CHIROPRACTIC 
PETITION 
Massachusetts Eye and Ear Infirmary 
243 Charles Street, Boston, Massachusetts 


Frederic A. Washburn, M.D. 
Director 


October 17, 1932. 


The Executive Committee of the Board of Man- 
agers of the Massachusetts Eye and Ear Infirmary 
has voted as follows: 


Voted: That the Managers of the Massachu- 
setts Eye and Ear Infirmary feel that they 
should do all in their power to prevent a 
lowering of the standard of medical practice 
in Massachusetts. They feel their obligation 
to care for and protect the sick, the injured 
and the infirm. With that in mind they feel 
it their duty to protest against the adoption 
of the initiative petition in favor of allowing 
treatment of patients by chiropractors or 
any others who are not qualified to take or 
able to pass the present examination of the 
Board of Registration in Medicine. The 
present law provides a single standard for all 


who practice the healing art in this Common- 
wealth. The chiropractors ask for special 
privileges. They should not be granted these 
privileges. 


Peter Bent Brigham Hospital 
721 Huntington Avenue 
Boston 17, Mass. 
October 15, 1932. 
Dear Dr. Warren*: 
It gives me great pleasure to inform you that, at 
a meeting of the Corporation, held Thursday, the 
following vote was passed expressing the feeling of 
the Corporation regarding the attempt of the chiro. 
practors to lower the standards of medical practice 
in the Commonwealth: 
“Voted: That the members of the Corporation 
of the Peter Bent Brigham Hospital, being 
desirous for the protection of the public to 
do all in their power to maintain the present 
high standard of medical practice in Massa- 
chusetts, strongly deprecate all legislation 
tending to lower that standard in any way, 
and especially that contemplated in the com- 
ing referendum in regard to licensing chiro- 
practors.” 
I hope this will prove of assistance to you in 
your campaign. 
Yours sincerely, 
J. B. HowLanp, Superintendent. 
*Secretary of the Committee on State and National Legisla- 
tion of the Massachusetts Medical Society. 


RECENT DEATHS 


McGANN—PIerce Powers McGann, M.D., died at 
his home at 307 Beacon Street, Boston, on October 
17, 1932, from heart disease, after a short period of 
premonitory symptoms. He was born in Somer- 
ville, Massachusetts, in 1884 and was educated in 
the schools of that city. Entering the Tufts College 
Medical School he graduated with the Class of 1912. 
He served as Surgical House Officer at the Boston 
City Hospital, 1914, and then established himself 
in the practice of surgery, first in Somerville, later 
in Boston. Soon he was appointed a member of the 
Staff of St. Elizabeth’s Hospital where he served 
devotedly up to the time of his death. For many 
years he was Port Surgeon for the Cunard Steam- 
ship Company, the Furness-Withy Line, and the In- 
ternational Mercantile Marine, and other steamship 
lines. Thus he was closely identified with the Port 
of Boston in all of its medical and surgical aspects. 
In this work, as well as in his private and hospital 
practice, he was untiring in his faithful and willing 
service to many patients in all walks of life. Apart 


from his professional life, his magnetic personality 
had gained him a large circle of friends and ac- 
quaintances to whom his death is an irreparable 
loss. 

He was a member of the Massachusetts Medical 
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Society, of the American Medical Association, and 
of the Boston Medical Library Association. 

He is survived by his widow who was Elizabeth B. 
Fay of Boston. 


RICHARDSON—Dkr. WILLIAM LAMBERT RICHARDSON 
of Boston died October 20, aged 90. His chief ac- 
tivity was his interest in the Lying-In Hospital of 
which, until 1922, he was president for many years. 
Richardson House at the Massachusetts General 
Hospital was named for him as a monument to his 
professional achievements. 

Dr. Richardson entered Harvard with the class of 
1864, receiving his A.B. and subsequently entered 
Harvard Medical School, receiving his A.M. and 
M.D. degrees in 1867. He became an instructor in 
obstetrics and rose to full professorship. From 
1899 to 1907 he was Dean of the Harvard Medical 
School retiring in the latter year at which time he 
was made Professor Emeritus. From 1905 to 1915 
he was one of the Harvard overseers. 

For many years he was one of the group especially 
interested in maintaining and carrying on this 
Journal. 

Dr. Richardson was a Fellow of the American 
Academy of Arts and Sciences, an Honorary Fellow 
of the American Gynecological Society and a mem- 
ber of the American Public Health Association and 
the Massachusetts Medical Society. 

Soon after his graduation from medical school, 
Dr. Richardson married Olivia L. Atchison. She 
died several years ago. The nearest immediate sur- 
vivor is a niece, Miss Gertrude R. White, who 
lives at 260 Clarendon Street, Back Bay, Boston. 


NOTICES 


CLINICS IN MEDICINE AT PETER BENT 
BRIGHAM HOSPITAL 


On Thursdays at 3:30 P.M. in the Amphitheatre 
of the Peter Bent Brigham Hospital Dr. Henry A. 
Christian, Hersey Professor of the Theory and Prac- 
tice of Physic, Harvard, and Physician-in-Chief, 
Peter Bent Brigham Hospital, will give a series of 
clinics which members of the medical profession are 
cordially invited to attend. The next clinic will be 
given on November 3. 

Also physicians and medical students are invited 
to attend ward rounds of the Medical Staff of the 
Peter Bent Brigham Hospital held from 10-12 
o’clock on Saturdays. 


TO THE FELLOWS OF THE MASSACHUSETTS 
MEDICAL SOCIETY 


The Treasurer of the Massachusetts Medical So- 
ciety desires to renew the offer, to Fellows, of copies 
of Dr. Viets’ Brief History of Medicine in Massa- 
chusetts. There are many more Fellows who should 
find places for this interesting volume, both in 
their own libraries as well as on the tables of their 
professional waiting-rooms. 

Again, as Christmas approaches, these books are 


appropriate gifts to friends of our profession. They 
are especially fitting gifts by surgeons and physi- 
cians of hospitals to the assistant house-officers of 
the Staff, and inscribed as such would be prized by 
the recipients. 

Subscriptions, therefore, will be received by the 
Treasurer, 8 The Fenway, Boston, Massachusetts, 
at $1.25 each, post paid, for as many copies as may 
be wanted. All the proceeds from the sale of these 
books go to the treasury of the Society. 

CHARLES S. Butter, M.D., Treasurer. 


“REMOVAL 
KENNETH K. DAY, M.D., announces the removal 
of his office from 193 Maple Street, Malden, to 96 
Summer Street, Malden. He also announces the 
opening of an office at 510 Commonwealth Avenue, 
Boston. 


RADIO HEALTH MESSAGES 


OcTOBER-NOVEMBER-DECEMBER, 1932 


Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZ. Tuesdays, 4:15 P.M. 


November 

1 Tuberculosis—Prevent It 

8 Our Vitamins 

15 The Health Examination 

22 Only a Sore Throat 

29 Anemia or the Lack of Blood 


December 

6 Sickness and Character 

13 How Are You? 

20 Chorea or St. Vitus’ Dance 
27 Hemorrhoids 


STATE HOUSE BROADCAST 


Sponsored by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays, 12:30 P.M. 

Health Subjects of Public Interest discussed by 
the Division Directors of the Department. 

RADIO HEALTH FORUM 

Queries from the public are answered under the 
sponsorship of the Department of Public Health. 

Courtesy WEEI. Fridays, 4:50 P.M. 

Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 


REPORTS AND NOTICE 
OF MEETINGS 


THE NEW ENGLAND PHYSICAL THERAPY 
SOCIETY 


The Fall Meeting of the New England Physical 


Therapy Society was held at the Boston Square and 


8 The Fenway, Boston, Mass. ~ 
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Compass Club, 448 Beacon Street, Boston, on Octo- 
ber 19. 

The Chairman of the Program Committee for this 
meeting was Dr. Arthur L. Brown of Winchester. 


PROGRAM 
1. A Brief General Discussion of Hay Fever. San- 
ford B. Hooker, M.D., Professor of Immunol- 
ogy, Boston University Medical School. 
2. Some Phases of Electrical Treatment of Hay 
Fever. Arthur L. Brown, M.D., Winchester. 


The topic of Hay Fever and Allergic States was 
thoroughly and excellently covered and ably dis- 
cussed by Dr. George B. Rice and others. 

Application of the positive galvanic electrode wet 
with metaphedrin to the nasal mucosa was said to 
give immediate relief from the acute symptoms. 

ArTHUR H. RinG, M.D., Secretary. 


WILLIAM HARVEY SOCIETY 


An Appress BY Dr. FrANcIS CARTER Woop 


The William Harvey Society of the Tufts College 
Medical School had its first meeting of the new 
academic year in the Beth Israel Hospital Amphi- 
theatre on Friday evening, October 7. On this oc- 
casion the Society heard an address by Dr. Francis 
Carter Wood, Director of the Pathological Depart- 
ment of St. Luke’s Hospital, Director of the Insti- 
tute of Cancer Research at Columbia University, 
and Editor of the American Journal of Cancer. He 
was introduced by Dr. Dalrymple of the Department 
of Pathology at Tufts. 

The speaker chose as his subject “The Research 
Side of Cancer”, first telling of what we learn from 
the study of the human being with cancer and then 
proceeding to explain that this greatest of unsolved 
medical problems finds its only hope for solution in 
the laboratory. 

Cancer tissue is a part of the animal body rather 
than an agent from -without. This property of 
growth sets it apart from many other diseases. In 
facing the problem from the immunological stand- 
point we are forced to pit the body against itself 
rather than against some external agent. Sera 
have failed because any cytolysin hitherto employed 
must of necessity be poisonous to normal body cells 
and it is the function of the liver to detoxify such 
materials. They thus never reach the outlying body 
cells, or the cancer cells in sufficient concentration 
to be effective, and the liver may be destroyed in 
the process. In the same way the use of colloidal 
lead is attended with an unsatisfactory result in most 
cases, owing to its toxicity for normal liver and 
body cells. 

In addition to the many attempts made in the 
clinic to cure cancer much work has been done 
along statistical lines, but we have just scratched 
the surface with superficial and generalized meth- 
ods of approach. In this connection the speaker 


He attributes this to the fact that more people 
now grow oid to have cancer, and to the greater 
accuracy of diagnosis. Physicians, too, are becom. 
ing more and more reluctant to satisfy the wishes 
of the family of the deceased by omitting cancer 
from the death certificates. 


The modern era in cancer study commenced with 
the advent of the experimental method in 1891, 
The experimental animal provides a “test tube” and 
culture “medium” for the growing cells. Fluctua- 
tions in the “medium” can be eliminated by using 
a large number of these animals, and we have 
learned much in studying the problem from thig 
angle. We have learned that the cancer cell ig 
very delicate and difficult to cultivate and that it 
is more or less of a “shrinking violet”; but even 
so, in the fight for food, the cancer cell always 
wins against the normal cells of the body. We 
have also learned how much x-ray is necessary to 
cure tumors. Smaller doses over longer periods 
are more effective than short, heavy doses because 
more cells are attacked just at the time of mitosis 
and because the normal cells have an opportunity 
to recover in the interim between doses. 


Of interest to the clinician are the experiments 
that demonstrate how a moderate massage of a 
tumor may spread the cells through the circulation 
and into the lungs in great quantity. Only a few 
of these emboli are able to grow as metastases. 
Carefully controlled experiments have also shown 
the harmlessness of biopsy followed by excision a 
short time thereafter. 


The speaker concluded by stating that the tissue 

culture method is the hope of the future in cancer 
research. Heretofore it was as if we were looking 
at cancer the way we look at a city from afar 
through a telescope. It is impossible to fathom 
the real inner life of the city from such a study. 
As yet human cancer cells have not been grown in 
tissue culture for more than a month or so, and 
the prolonged cultivation of such cells on artificial 
media is one of the main problems now being at- 
tacked in the Crocker and other laboratories. The 
possibility of the easy and continuous cultivation of 
human cancer would open up vast new fields for 
study of the growth of tumors. 
At the conclusion of the address the speaker pre- 
sented three short films showing epidermoid and 
basal cell carcinomas in human patients, and their 
excision, sectioning and microscopic study. Then 
the inoculation of animals with tumor pulp and 
solid tumor particles was depicted on the screen 
and finally there were some pictures of movement 
and mitotic division in cancer cells. 


Dr. Hubert Ashley Royster, of Raleigh, North 
Carolina, formerly president of the Southern Sur- 
gical Association, and Chairman of the Section on 
Surgery of the American Medical Association, will 
speak at the meeting of the William Harvey Society 


discussed the apparent increase in the cancer rate. 


of Tufts College Medical School, Friday evening, 
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November 4, at 8 P. M., in the auditorium of the|Subject: “Diseases of the Stomach”. 


Beth Israel Hospital. 
Tragedy of Appendicitis.” Dr. Horace Binney, Pro- 


His subject will be “The|Chairman: Dr. Hyman Morrison, Associate Profes- 


sor of Medicine, Tufts College Medical School. 


fessor of Surgery, Tufts College Medical School, will|Governinc BoaRD oF THE WILLIAM Harvey Society 


preside. All members of the medical profession 
cordially invited. 


FOR THE PRESENT YEAR INCLUDES THE FOLLOWING 
President: Leroy E. Mayo. Vice-President: Lor- 


rimer M. Schmidt. Secretary: Arthur Stern. Harold 


The following Meetings complete the Schedule for} Wood, Edward S. Ramsdell, Joseph H. Nicholson, 


1932-1933: 
Fripay, DECEMBER 9, 1932, 8:00 P. M. 


Speaker: Dr. Samuel Joseph Kopetzky, Professor of 
Otology, New York Polyclinic Medical School. 
Subject: “Problems Concerned in Otitic Meningi- 
tis”. Illustrated with lantern slides and roent- 
genograms. 

Chairman: Dr. Harry James Inglis, Professor of 
Oto-laryngology, Tufts College Medical School. 


THURSDAY, JANUARY 12, 1933, 8:00 P. M. 


Speaker: Dr. Morris Fishbein, Editor of the Journal 
of the American Medical Association. 

Subject: ‘“‘The Art and Practice of Medical Writ- 
ing”. 

Chairman: Dr. Benjamin Spector, Associate Profes- 
sor of Anatomy, Tufts College Medical School. 


Fripay, Fepruary 10, 1933, 8:00 P. M. 


Speaker: Dr. Lawrason Brown, Trudeau Sanatorium, 
Saranac Lake, N. Y. 

Subject: To be announced. 

Chairman: Joseph Hersey Pratt, Professor of Clini- 
cal Medicine, Tufts College Medical School. 


Monpay, Fesruary 20, 1933, 6:30 P. M. 
Annual Alumni Dinner at the University Club 


Speaker: Dr. A. Warren Stearns, Dean of the Tufts 
College Medical School. 

Subject: “Conduct as a Medical Problem”. ° 

Chairman: Dr. Douglas Armour Thom, Professor 
of Psychiatry, Tufts College Medical School. — 


Fripay, Marcy 10, 1933, 8:00 P. M. 


Speaker: Dr. Burrill B. Crohn, President of the 
American Gastro-Enterological Association. 

Subject: “Abdominal Pain”. 

Chairman: Dr. Harry Linenthal, Professor of Clini- 
cal Medicine, Tufts College Medical School. 


Fripay, AprIL 14, 1933, 8:00 P. M. 


Speakers: Dr. Ralph Pemberton, Professor of Medi- 
cine, University of Pennsylvania, Graduate 
School of Medicine. 

Dr. Robert Bayley Osgood, Professor of Ortho- 
paedic Surgery, Emeritus, Harvard Medical 
School. 

Subject: “Control of Arthritis”. 

Chairman: Dr. Cadis Phipps, Professor of Medicine, 
Tufts College Medical School. 


Fripay, May 12, 1933, 8:00 P. M. 
Speaker: Dr. Martin E. Rehfuss, Professor of Medi- 


Doris Ryan Goodman, Daniel W. Munnell, Leo F. 
Amrheim, Edward A. McCarthy, Albert T. Haskell. 


THE AMERICAN COLLEGE OF PHYSICIANS 


Announcement has been made that the Amer- 
ican College of Physicians will hold its Seventeenth 
Annual Clinical Session at Montreal, with head- 
quarters at the Windsor Hotel, February 6-10, 1933. 
Dr. Francis M. Pottenger of Monrovia, Calif., as 
President of the College, has charge of the program 
of General Sessions. Dr. Jonathan C. Meakins, Pro- 
fessor of Medicine and Director of the Department, 
McGill University Faculty of Medicine, is General 
Chairman of local arrangements and in charge of 
the program of Clinics. Mr. E. R. Loveland, Execu- 
tive Secretary, 133-135 S. 36th Street, Philadelphia, 
Pa., is in charge of general business arrangements, 
and may be addressed concerning any feature of 
the forthcoming Session, including copies of the 
program. 


THE CAMBRIDGE TUBERCULOSIS AND HEALTH 
ASSOCIATION 


ANNUAL MEETING 

Dr. Louis I. Dublin, President of the American 
Public Health Association, will be the speaker at 
the Annual Meeting of the Cambridge Tuberculosis 
and Health Association on Thursday, November 3. 
Dr. Dublin’s topic will be “How Can Volunteer 
Health Associations Be Most Helpful in These Dif- 
ficult Times?” 
The meeting will be held at 4:00 P. M. at the 
Phillips Brooks House in Harvard Yard. 
Discussion of Dr. Dublin’s talk will be led by Dr. 
Joseph M. Wadden, Chairman of the Cambridge 
Board of Health. 

Dr. Hilbert F. Day, President of the Cambridge 
Tuberculosis and Health Association, will preside. 

All persons interested in public health will be 
cordially welcomed at the meeting. Tea will be 
served at 5:00 o’clock. 


BOSTON MEDICAL LIBRARY 


MepicaL History CLUB 
The program for the meeting of the Boston Medi- 
cal History Club, scheduled for November 21, is 
not yet ready for publication. It will appear in a 


later issue of this Journal. 
CHARLES F. PAINTER, President, 


James F. Secretary. 


cine, Jefferson Medical College. 
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SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


November 1—The Clinical Staff of the Boston Dispen- 
sary. See page 723, issue of October 20. 

November 3—Clinics in Medicine at Peter Bent Brigham 
Hospital. See page 763. 

November 3—The Cambridge Tuberculosis and Health 
Association. See page 765. 

ovember 4—The William Harvey Society. See page 

764. 

November 21—Boston Medical Library. Medical History 
Club. See page 723, issue of October 20; also see page 765. 

December 7—American Board of Obstetrics and Gyne- 
ecology. Announcement of Coming Examinations. See 
notice on page 557, issue of September 22. 

February 6-10—The American College of Physicians, 
See page 765. 


DISTRICT MEDICAL SOCIETIES 
ESSEX NORTH DISTRICT MEDICAL SOCIETY 
January 4—Wednesday, Semi-Annual Meeting. Program 

to be announced. 


May 3—Wednesday, Annual Meeting. Program to be 
announced. 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


Tentative Program 
1932-1933 


Thursday, November 3, 1932—Censors’ meeting at S.’em 
Hospital, 3:30 P. M. 

Wednesday, November 9, 1932—Salem Hospital. Clinic 
5 P. M. Dinner 7 P. M. Speaker: Dr. Charles F. Branch, 
Boston. Subject to be announced later. 

Wednesday, December 7, 1932—Beverly Hospital. Clinic 
5 P. M. Dinner 7 P.M. Speaker: Dr. Robert Greenough. 
Subject to be announced later. 

Wednesday, January 4, 1933—Danvers State Hospital, 
Hathorne. Clinic 5 P. M. Dinner 7 P. M. Speaker: 
Dr. George Kline. Subject to be announced later. 


Wednesday, February 1, 1933—Council Meeting, Bos- 
ton. 


Wednesday, March 8, 1933—Lynn Hospital. Clinic 5 
P. M. Dinner 7 P. M. Speaker: Dr. Soma Weiss, Boston 
City Hospital. Subject: Hypertension. 

Wednesday, April 5, 1933—Essex Sanatorium, Middleton. 
Clinic 5 P. M. Dinner 7 P. M. Speaker and subject to be 
announced later. 

Thursday, May 4, 1933—Censors’ Meeting, Salem Hos- 
pital, 3:30 P. M. 

Tuesday, May 9, 1933—Annual Meeting. Salem Country 
Club, Forrest Street, Salem. Golf in afternoon; green 
fee $2.00. Dinner at 7 P. M. Speaker: Dr. Burgess 
Magrath. Subject to be announced later. Ladies invited. 

R. E. STONE, M.D., Secretary. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 

The program of the Middlesex East District Medical 
Society for the coming year is as follows: 

November 9 at Winchester. 

January 11 at Wakefield. 

March 15 at Melrose. 

May, at the Meadowbrook Club, Reading. 

ALLAN R. CUNNINGHAM, Secretary. 


NORFOLK DISTRICT MEDICAL SOCIETY 


November 29—Norwood Hospital, Norwood, Mass. Time 
to be announced. Papers by the Norwood Hospitai Staff. 

January 31, 1933—Roxbury Masonic Temple, 8 P. M. 
Subject: “Stomach Surgery’’—illustrated motion pictures. 
Dr. William R. Morrison. 

February 28, 1933—Time and 
“The Diagnosis and Treatment o 
liam P. Murphy. 

March 28, 1933—Time, place and subject to be an- 
nounced. Speaker will be Dr. J. P. O’Hare. 

May—Annual Meeting. Time, place and subject to be 
announced. 

FRANK S. CRUICKSHANK, M.D., Secretary. 
1695 Beacon Street, Brookline. 


lace to be announced. 
Anemia,”’ by Dr. Wil- 


SUFFOLK DISTRICT MEDICAL SOCIETY 


November 3—The Censors of the Suffolk District Medi- 
eal Society will meet for the examination of candidates 


Candidates should make personal application to the 
Secretary, and present their medical diplomas at least 
one week before the examination. 


LELAND S. McKITTRICK, M.D., Secretary. 
205 Beacon Street, Boston. 


Wednesdays at 8:15 P. M. 


November 30, 1932—Clinical Program, Peter Bent Brig- 
ham Hospital. 


January 25, 1933—General Meeting in association with 
the Boston Medical Library at the Boston Medical Libra- 
ry. Titles and speakers to be announced later. 


March 29, 1933—Clinical Program, Massachusetts Gen- 
eral Hospital. 


April 26, 1933—Annual Meeting. Election of Officers. 
— Program—tTitles and speakers to be announced 
ater. 


The Medical Profession is cordially invited to attend 
all of these meetings. 
WILLIAM H. ROBEY, M.D., President, 
LELAND S. McKITTRICK, M.D., Secretary, 
HILBERT F. DAY, M.D., Boston Medical Library. 


WORCESTER DISTRICT MEDICAL SOCIETY 
Schedule of meetings for 1932-1933: 


Thursday, November 3—Fall Censors’ meeting. 
page 636, issue of October 6. 


Wednesday, November 9—Dinner and scientific meet- 
ing at the Worcester Hahnemann Hospital. Program to be 
announced later. 


Wednesday, December 14—Meeting at the Worcester 
Chamber of Commerce Auditorium. Paper by Dr. Joseph 
Meigs of Boston, entitled ‘‘Uterine Bleeding.’ 


Wednesday, January 11—Dinner and meeting at the 
Worcester City Hospital. Paper by Dr. Morris Fishbein, 
— of the Journal of the American Medical Associa- 

on. 


Wednesday, February 8—Dinner and scientific meeting 
at the Worcester State Hospital. Program to be an- 
nounced later. 

Wednesday, March 8—Dinner and scientific program 
at the Memorial Hospital, Worcester. Program to be an- 
nounced later. 

Wednesday, April 12—Dinner and scientific meeting at 
the Rutland State Hospital. Scientific program to be an- 
nounced later. 


Wednesday, May 10—The Annual Meeting. Place and 
program to be announced later. 


ERWIN C. MILLER, Secretary. 


See 


BOOK REVIEW 


Microscopic Slide Precipitation Tests for the Diag- 
nosis and Exclusion of Syphilis. By B. S. Kiting, 
M.D., Chief of Laboratories, Mt. Sinai Hospital, 
Cleveland. Bal.imore, The Williams & Wilkins 
Company, 1932. 99 pp. Price $2.50. 


In a book of 100 pages, Dr. Kline has briefly *ut 
accurately, covered the important theoretical and 
practical aspects of flocculation tests for syphilis. 
Besides this, he has given a detailed description of 
his own test for syphilis as he has applied it to 
the examination of serum, “finger blood,” and spinal 
fluid. The book ends with a chapter on the clinical 
evaluation of his slide precipitation test for 
syphilis; Dr. Kline indicates its superiority over the 
tests with which it has been compared. Because 
the problem of the control of syphilis enters almost 
every field of medicine, a knowledge of the contents 
of this book is desirable for all who practice medi- 


at the Medical Library, No. 8 The Fenway, Thursday, 
November 8, 1932, at 4 o’clock. 


cine or surgery. 
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